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The World Health Organization—The 
World’s Most Successful International 
Agency 


G. D. W. CAMERON,? M.D., D.P.H., LL.D., F.R.C.P. 


OST of us go about our daily tasks and tend to forget the World Health 

Organization. If we do think of it, it is usually in terms of its importance to 
someone else in a less fortunate part of the world. All of us working in the health 
field have a responsibility to do everything in our power to support the World 
Health Organization. Most health workers will agree with this statement but 
will wonder how to do anything practical about it. I hope that what I have 
to say will help. 

Why do I make such a boastful claim for the World Health Organization? 
The main reasons are these: it has a distinguished and compelling historical 
background; it has almost universal support; it can weather world-wide political 
storms, and finally, it can do an immensely effective job in the field of health 
improvement. 

The origin of the international health movement culminating in WHO goes 
back to 1851 in Europe and 1887 in South America. The first International 
Health Conference was held in Paris in 1851. The outcome was not very 
significant and the main stimulus to concerted action was the opening of the 
Suez Canal in 1892. There had been other health conferences in the interval 
but the opening of the Canal broke the natural barrier to the spread of cholera 
from the Far East to the Mediterranean basin. After much discussion the Paris 
Office (L’Office International d’Hygiéne Publique) was established in 1907. 


1Presented at the Eleventh Annual Meeting, Ontario Public Health Association, Toronto, 
Ont., October 3-5, 1960. 
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Originally there were thirteen member countries; Great Britain, Belgium, 
Brazil, Spain, the United States, France, Holland, Italy, Portugal, Rumania, 
Russia, Switzerland and Egypt. Within a year Canada acceded to the agreement. 

Among other duties, the principal object of the Office was “ . . . to collect 
and bring to the knowledge of the participating states facts and documents of 
a general character which relate to public health, especially as regards infectious 
diseases, notably cholera, plague, yellow fever, smallpox and epidemic typhus, 
as well as the measures taken to combat them”. In 1926 a new Convention 
was signed which remained in force until amended in 1944 under the auspices 
of the United Nations Relief and Rehabilitation Administration. The next step 
was integration into the World Health Organization. 

It is interesting that while these developments were taking place in Europe 
a similar movement was under way in South America. The situations were 
comparable in that the dividing lines between the states in both Europe and 
South America were, in many cases, mere lines on the map. It was appreciated 
that there was a common advantage to all in a system which kept track of the 
occurrence and spread of epidemic diseases. 

In 1887, Uruguay, Brazil and Argentina joined in an agreement directed 
against the spread of cholera, yellow fever, and plague. Paraguay joined in 1904. 
The Sanitary Convention acceded to by fourteen American countries in 1905 
was the forerunner of the Pan American Sanitary Code signed in Havana in 
1924. These dates are of interest because the South Americans are proud to 
point out that the founding date of their organization, 1905, preceded by two 
years the establishment of the Paris Office. 

In the beginning the main effort was directed towards blocking off epidemics. 
New work in specific immunization stimulated the growth of the concept of 
prevention which led to rapid changes in attitude. The end of the First World 
War marked a resurgence of interest. The 1921 Assembly of the League of 
Nations set up a Provisional Health Organization. The executive branch of the 
new body formed a part of the League Secretariat and scientific guidance was 
supplied by a ten-nation committee of experts under the guidance of Dr. Madsen 
of Denmark. 

The work of this new agency embraced epidemic control and the promotion 
of health. The latter covered a wide range including nutrition, housing and 
physical education. It foreshadowed the work of WHO by helping in the 
exchange of health personnel between nations and assistance to governments in 
improving their own health services. 

The concept of international action in the field of health did not spring from 
the mind of one man but was very broadly based and enlisted the active support 
of intelligent people of good will in most parts of the world. 

WHO has now in its membership over one hundred countries. At the annual 
Assembly in Geneva in May 1960 three new members were admitted, Cameroun, 
Kuwait, and Togoland. At the same time eight new associate members were 
recognized—Cyprus, Central African Republic, Republic of the Congo, Republic 
of the Ivory Coast, Gabon Republic, Republic of the Upper Volta, Republic 
of the Niger, and the Federation of Mali. Of the total membership of 101 
there were 96 represented at the Assembly. The one major gap in representation 














~ 


ee 


stay 1961 WORLD HEALTH ORGANIZATION 183 


remains mainland China. The representative of the Nationalist Government in 
Formosa occupies the seat designated for China. 

While membership is large, in fact, the largest of any of the U.N. agencies, 
attendance at the annual Asemblies has not always been uniformly good. There 
was a period of several years when the Soviet group withheld their support and 
did not attend. Most of them have now returned to full participation. 

It might be supposed that an organization with such a history, such wide 
support and with such an important and obvious job to do could get along 
without political wrangling. This is true up to a point. The delegates to the 
Assembly are representatives of their governments, however, and not all govern- 
ments accept the proposition that the United Nations itself is the proper forum 
for political manoeuvering. The result is that some of the bickering of the “cold 
war” is injected into what should be purely technical discussion. To give an 
example—at the last Assembly the subject of the hazards of radio-activity was 
on the agenda. The obvious intent was to provide for the discussion of the 
role of health departments in this new and rapidly expanding field. While fall-out 
was not excluded the main emphasis was on suitable protective measures related 
to the peaceful uses of isotopes and other radio-active material. The subject 
provided a peg for certain countries to hang their tirades on. The Russian dele- 
gation wanted a resolution condemning nuclear weapons. At least one African 
delegate castigated the French Government for exploding a nuclear device in 
the Sahara. Fortunately, and as one would expect, several delegates, including 
ourselves, insisted that such interventions were not the business of WHO. It 
was argued that only harm would result from attempts to plunge the Organiza- 
tion into the great international political debate on banning A-bombs and 
disarmament. This more sober view prevailed and the Assembly was able, with- 
out too much delay, to get back to consideration of the health program of 
WHO. Doubtless there will be more attempts to use the Assembly for inter- 
national propaganda but so far, at least, there is a wide-spread and firmly held 
view that the organization has a big enough task to do without taking on all the 
problems besetting mankind, further evidence of its own good health. 

The main source of the WHO’s strength lies in its demonstrated ability to 
bring relief to large areas of the world where virtually the whole population 
has come to accept disease and severe disability as the natural state of mankind. 
Two main avenues of approach are used in this work: the training of staff 
and related measures for the strengthening of local and national health depart- 
ments, and secondly, the mustering of experts, and the necessary supplies and 
equipment, to tackle specific endemic diseases requiring wide-spread and 
concerted action. The total program embraces many activities not coming 
squarely under these two headings but they are, nevertheless, the main lines 
of attack. 

Specific measures for the strengthening of local health facilities take several 
forms. Primarily, staff members are given fellowships to study abroad. For 
example, during the nine-month period December 1, 1959, to August 31, 1960, 
1,006 fellowships were awarded. These persons were from 122 countries and 
territories, and they went io 83 other countries and territories to obtain their 
instruction. During the previous nine-month period 1,120 fellowships were 
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awarded, and so it has gone on for several years. Another device is to send 
experts to teaching centers to train local staff and to impart modern concepts 
of health protection and preservation. From January 1 to September 30, 1960, 
some 90 teachers were provided for 24 different countries. This work embraces 
all phases of health activity from hospitals to local sanitation units. A basic 
principle of WHO policy is to adapt plans to local needs and capacities, always 
with the hope that whatever is done will take root, become indigenous, and be in 
fact a solid step forward. 

The other main line of attack, the organization of concerted campaigns against 
specific diseases, has produced very dramatic results. Possibly one of the most 
striking of these is the program for the eradication of yaws. One dose of penicillin 
can change an individual’s whole outlook on life within a period of ten days. Up 
to 1958 about 15 million victims had been successfully treated. The world-wide 
campaign to eradicate malaria is the most ambitious program ever undertaken, 
with greater potential for the relief of human misery than any other single 
project in recorded history. As one would expect, however, WHO is running 
into difficulties, financial, technical, and possibly political, but this has not 
daunted them. The work goes forward and they can take comfort from the 
fact that the mosquito vector can be defeated, even though final victory in the 
last pockets of resistance may be farther away than we now anticipate. 

Every annual report by Dr. M. G. Candau, the Director-General of WHO 
provides fascinating evidence of the vigour and skill of the Organization. The 
worldwide program of WHO has potential benefit for all men, everywhere. Its 
main strength lies in this almost universal acceptance. 

I have already suggested that all of us in the public health field have a responsi- 
bility to do everything in our power to help the World Health Organization. 
You may ask how? The answer, it seems to me, is quite clear; by receiving 
people from abroad for training and by granting leave to members of your 
staff to serve with WHO. Good people are scarce, but good people are the only 
ones that are of any real use to WHO. Consider the problems. Not one of 
them is routine, to be solved by routine people. In every case a large measure of 
original thinking is required. Much of the work entails changing the habits and 
customs of whole countries and surely this calls for devotion, wisdom, and skill 
well above the average. 

Canadian contributions in training and staff for WHO have been splendid. 
We can rightly claim to have held up our end in a commendable way. But we 
cannot let up and the demands are increasing. Just recently the WHO had the 
tragic problem of the Congo thrust upon it and we are presently being urged 
to find health workers to help there. 

In closing may I urge upon all the need to share our good fortune not only 
in terms of dollars but also, and in many ways more importantly, in terms of 
our skills. This can only mean encouraging our best people to accept tours of 
duty with WHO however much it may inconvenience us. This is how we can 
go that extra mile—surely nothing less is good enough. 
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Evaluation as a Logical Process’ 
ANDREW C. FLECK, JR.,? M.D. 


HE New York State Department of Health has adopted the principle that 

there is a process known as evaluation which can be identified apart from 
its object—the public health activity to be evaluated. 

Unfortunately, the different groups interested in having public health programs 
evaluated in New York State, did not provide a definition of evaluation as a 
process. Indeed, many program directors generally regard the concept as nebu- 
lous, impractical and as sort of an investigation. Threats to the status quo are 
implied since the public health programs are customary and custom is merely 
a term we apply to the social habits which have proved useful in times past. 
Custom is the very backbone of any civil service structure of determinate distri- 
bution of powers. Evaluation and its connotation of change is the very antithesis 
of custom. 

The public health man is not an exception to the rule that human behaviour 
is very much influenced by custom. He likes to do things the way they have 
always been done. Staying with the customary and the familiar gives the program 
operator a sense of security that inspires courage for meeting the innumerable 
daily uncertainties of life. The introduction of an outside evaluation as a process 
to be applied by a consultant invokes the spectre of the unfamiliar. 

We all recognize the literal meaning of evaluation. It means that we are 
appraising relative values of things, such as money spent, results accomplished, 
or methods used. The implication is that there are alternative methods, results 
or amounts to be spent. To the finance minister, the question may be: “Should 
we spend on roads, schools, or clinics?” To the candidate running for office: 
“Do my constituents want this or that promise?” To the program director: 
“Should I employ one public health engineer and ten technicians, or should I 
employ two engineers and six technicians?” To the epidemiologist, the alternatives 
may be a choice between a viral or bacterial etiology for his outbreak. 

No matter what the setting we in public health are, in fact, involved in making 
such decisions. It is one of our premises that all decisions are made on the basis of 
some sort of past experience or knowledge. When this knowledge has been 
acquired by a methodical approach that we call the scientific method, we 
frequently have these data in the form of mathematical models. These models 
tell us what our chances are for success if we make a choice between alternative 
courses of action. We choose and then compare predictions with the results. 

Unfortunately, such logical behaviour is not the evaluation process in common 
use in government. At some levels of administration we see evidence of dis- 
couragement of such an exercise of discretion. In the interests of group solidarity, 


1Presented at the annual meeting of the Ontario Public Health Association, Toronto, 
Ont., Oct. 3-5, 1960. 


2Evaluation Consultant, Research, Development and Evaluation Group, State of New 
York Department of Health, 84 Holland Avenue, Albany 8, N.Y., U.S.A. 
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policy and procedure manuals are too often followed and not questioned. This 
limitation of discretion becomes more evident as the complexity of the operation 
increases. Greater size and technical complexity contribute to this trend of 
rigidity in operation. 

In public health programming, our operations are both large and technical, 
hence we require a considerable amount of authoritarian guidance in our day-by- 
day activities. To offset this we also require of our program directors a capacity 
to attend numerous conferences, to accept consultation and to reflect upon 
goals, methods and results in a methodical way. In essence, we want them to 
evaluate their programs continually. It would seem, therefore, that logical 
evaluation must be going on. Why all this talk about evaluation? Why do we 
find disagreement about what we mean by the term evaluation? Why do we find it 
necessary to hold national conferences on evaluation? The answer to all these 
questions, as I have intimated, can be found in the fact that evaluation is the 
antagonist of custom. It is only welcomed when it confirms the wisdom of the 
customary. For this reason we seldom find what has been valuable in the past 
being subjected to critical evaluation. Yet, critical evaluation is needed primarily 
to counterbalance the inertial effect of custom. 

There are a number of reasons why certain behaviour patterns endure. The 
most important is fear of the unfamiliar. We feel alienated if we abandon an old 
job, method or home. We know what we have; the future is uncertain. We also 
tend to revere the past. This may seem to be inconsistent with the new world’s 
reputation for always substituting new for old. Sentimental attachment, conserva- 
tism, and psychic inertia are all real reasons for choosing what we now do or 
know over what logically is a better alternative. 

Aside from the social psychology involved, we must be impressed by the 
historical evidence that many human inventions were denounced as impractical 
and unsound. However, society’s batting average in distinguishing between sound 
and unsound innovations has not been very impressive. Without belabouring this 
inherent resistance to change, or even the contemplation of change, let us recog- 
nize that public health personnel are not exceptions to this rule. When change 
is suggested, we automatically adopt defences. General society has frequently 
met the threat of change with the charges of impracticality, inhumanity, immorality, 
unnaturality, injurious, irreligious, un-American or some other attribute. If this 
pattern is pronounced we may even find ourselves clinging to our old habits 
though it may mean disaster to do so. This disaster in government may occur 
when our lack of vigour, efficacy and results is recognized by everyone but 
ourselves and as a consequence we persist in our ways; consequently we do not 
receive our annual appropriation to support our inefficient operations. As public 
health workers, however, we have special defences against change which are 
not available to some of our non-medical colleagues. The lack of results in a 
public health program is not as obvious to the appropriating body as is the 
case when a bridge or highway constructed by the Public Works Department 
collapses. This is a manifestation of the popular custom in our favour that 
medical and allied matters are difficult to understand. Another custom accepted 
by the public is the belief that we are getting results, because we got them in 
the past. So we have special defences against change that are not available to all 
branches of government. 
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Aside from these customs which make us less available to critical popular 
scrutiny we also have specialized defences against change. The most important 
such defence against critical evaluation and the prospect of change, is determined 
by the fact that we have medical leadership. We are medical experts, others are 
not; we understand the significance of our activities, others do not. 

In our own and in other state organizations, the relevancy of any matter as a 
measure of effectiveness of the medical bureaucracy is determined by the medical 
judgement of the person least likely to view the operation without bias, the expert 
in charge of the program. Management and procedure analysts are always 
confronted with this fact. In one of our sister states, the Department of Finance 
attempted to evaluate the program of that state’s Department of Public Health 
recently. In particular, the Department of Finance wished to find out something 
about the purposes and functions of this unit of government. They viewed the 
definition of goals as a necessary prerequisite to evaluation. The inquirer wanted 
to know, “what is the Health Department trying to accomplish?” The Depart- 
ment of Finance never found out and was apparently put off by the medical 
bureaucracy, the same way an individual physician might put off a patient’s 
inquiry about his treatment. The printed report of this inquiry makes interesting 
reading. The management analysts tendered an apologia in the introduction 
by saying that the changing character of patterns of sickness and death made 
it impossible to develop an understanding of the purposes and functions of the 
Department studied. Needless to say, the balance of the report tells us nothing 
about how well the programs were achieving their purpose. There could be no 
evaluation in this instance when there was acceptance of the medical expert’s 
authoritative statement that things were so complex and dynamic that he could 
not say what he was trying to accomplish. Such acceptance is not attributable to 
any compelling logic. It must be attributable to the lack of a critical approach 
by the management analysts. 

Such acceptance of an unknown purpose of treatment is understandable where 
an individual and his private physician are concerned. The patient has confidence 
in the physician as an authority figure and is willing to accept his own condition 
as unique, needing further individual study of the effects of treatment. Acceptance 
of such an answer by a governmental study group, however, shows a lack of 
understanding of the nature of public health administration. We must know 
something about why we do things to affect the health of entire communities. 
The planning and administration of a public health program have no special 
concern for the unique or the rare situation. Its concern is with those situations 
which arise frequently enough to be of significance for the human population 
as a whole. There is always an epidemiological rationale or theory behind the 
human activity which we call the public health program. This rationale may be 
provisional but usually can be identified. The reluctance of some program 
directors to identify with precision this provisional theory and its relationship 
to their activities can be attributed to the fact that they realize it is provisional. 
They do not want to be pinned down and destroy the popular image of science 
as infallible. There is the fear that too frequent revision with all its details under 
full public scrutiny will result in a loss of confidence. It is much easier and safer 
to conduct their own evaluation of their activities within the family and present 
to the public authoritative pronouncements without details. 
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Evaluation, even when done within the privacy of the bureaucratic family, 
has as its purpose the checking of the program experience against the epidemio- 
logical rationale. This process can theoretically be done within the program 
family, but unfortunately it presents two great difficulties. The first of these is 
that the program director is personally interested in the outcome. The indicated 
revisions affect his own personal goals of prestige, salary and influence. If the 
effect is adverse the probability that the changes will be made in a timely fashion 
is almost nil because of the conflict of interest. 

In setting up our evaluation team we gave recognition to the need for an 
impartial approach. At the same time we recognized that the requisite familiarity 
with public health administration dictated that we use someone who could 
talk the language and get to the core of the program. For this reason the depart- 
ment head established a special position within the executive branch. It is the 
incumbent's responsibility to conduct a disinterested inquiry into Health Depart- 
ment activities to control disease. This incumbent is basically not personally 
involved because he is not in charge of the program under study. To be realistic, 
however, he is still part of the medical bureaucracy, still subject to departmental 
custom and is affected by the quality and acceptability of his evaluation. 

With this realistic attitude in mind the evaluator first sits down with the 
department head to select programs to be evaluated. When selected, the evalua- 
tor meets with the program director to identify the epidemiological basis for the 
program. This requires an early definition of program goals. It is at this stage 
we run into the second specialized defence mechanism. For example, in our 
evaluation of the tuberculosis control activities of our department we were sur- 
prised at the number of medical personnel who accepted the theory that tubercu- 
losis was a communicable disease transmitted from sputum positive persons 
to susceptibles but did not see weaknesses in their programs as operated to 
control or prevent this transmission. We found this to be true when the program 
has its concern limited to only one facet of tuberculosis control. In our recent 
administrative pattern it was the custom to give responsibility for hospital care 
of the tuberculous to one administrative unit; another phase, case finding, was 
placed in another administrative unit. Both of these endeavours are but two 
aspects of a single program. In tuberculosis, control is based upon a prerequisite 
of finding source cases, followed by their isolation and treatment. We thereby 

‘reach our goal by eliminating or reducing infection risk to the susceptible popula- 

tion. The type of patient who needs treatment is determined by the epidemio- 
logical goal of preventing contacts between sources and susceptibles. We are 
interested in treating only those persons who are sources of infection to the 
uninfected. We are interested in treating other types of tuberculosis only to 
the extent they may become sources of spread of the infection. 

This intrinsic epidemiological meaning of treatment and case finding was not 
always foremost in the minds of the directors of these programs. The program 
directors at times become so involved in the technology of their activities that 
they can easily overlook the epidemiological bases for their work. 

This preoccupation with subordinate ends soon creates what Francis Bacon 
described as one of the “idols of the den”. As you will recall, this idol derives its 
origin from the peculiar nature of each individual’s mind and body and also 
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irom his education, habit and accident. As a consequence, we have observed 
that the program directors of the greatest technical and specialized skill tend 
not to apply themselves to contemplations of an epidemiological nature. We have 
seen this “idol” emerge in practice. For example, we attempted to reach an agree- 
meat with some hospital directors about the intrinsic epidemiological purposes 
of a tuberculosis hospital. We wanted this defined since we wanted reports of 
results in terms which measured the extent to which these purposes were being 
met. Agreement was not easy. The hospital directors understandably took a 
position that a tuberculosis hospital had the vital purpose of providing diagnostic 
and treatment services for persons with all types and stages of tuberculosis 
and tuberculosis suspects. They argued that both active and inactive tubercu- 
losis cases needed treatment or study and were equally significant clinically. 
Their existing reporting systems reflected this view. Because beds were ample, 
no particular distinction was made in admitting sputum positive and negative 
cases or active and inactive cases. 

In our evaluation, we took a different view of this practice. We felt that the 
tuberculosis hospital had the primary purpose of isolating persons with com- 
municable disease who were to remain in isolation until treatment rendered 
them non-communicable. We considered the hospitalization and isolation of a 
sputum positive case to be many times more significant than an inactive case. 
An active case was a present risk to susceptibles. An inactive case represented 
only a small risk of relapse within a year after discovery. 

The same pattern emerged in our case finding program. It was argued that the 
purpose of the mass radiographic case finding program was to find not only 
active cases of tuberculosis but also inactive ones, suspects, persons with heart 
disease and cancer. Preoccupation with case finding technique as an end in itself, 
can lead to the statement that a negative X-ray report is a community benefit 
since it presumably assures a person that he is not ill. 

These “idols of the den” presented us with our greatest barriers to evaluation. 
They can only be removed if recognized. They will only be recognized if one 
takes time to identify and report only those results which have epidemiological 
meaning and contribute to the solution of a health problem in a population. 

Since April 1959, we have tried our hand at evaluating public health activities. 
We had two goals in mind: (1) to recommend something practical to improve 
specific operations, and (2) to try to delineate and demonstrate what we mean 
by the evaluation process. 

At this time we are prepared to say something about the process we have used, 
but how practical our results are in improving activities remains to be seen. The 
process we follow has been derived from our experience in evaluating the case 
finding and hospital care in the control of tuberculosis in communities and in our 
mental hospitals. 

Principles in Evaluation 


We have an uncomfortable feeling that we may be speaking too soon. However, 
those of you who are program directors may judge for yourselves as to the applic- 
ability of our general conclusions about evaluation as a process to your own 
work. Some of the principles we have developed are not new but we like to think 
we have clothed them with experience. 
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1. The first principle is that evaluation as a process has no end. For example, 
when we discovered that for a given expenditure in 1959 we got a higher yield 
of new tuberculosis by radiographic screening of persons in urban areas rather 
than rural ones, we then wanted to know what effect this knowledge would 
have on the next year’s operations. In addition to our needs for testing our 
projections of trend data, we also became curious about yields in the same 
areas if we used alternative methods of case finding, such as tuberculin testing. 
This was a reflection of our continuing need for more and more information to 
make our decisions wisely now, for now and for the future. We hungered for 
better and more reliable data and for better reporting systems. But we were 
forced to make some decisions before we had all the answers. Consequently, 
we made decisions based upon our evaluations and on our expectations of future 
events. These expectations were the motives for our action. 

2. The second principle is that programs are active in order to achieve three 
types of goals—those which are community goals, as expressed by legislation: 
those which are administrative goals, expressed by policy statements and adminis- 
trative decisions and those overt or covert goals which usually are unexpressed 
but nevertheless intrinsic to the person directing the program. Some goals may be 
independent of and irrelevant to the program. 

It would appear that the greater the opportunity for benefit by individuals or a 
group smaller than the community, the greater the influence of covert goals. 
These goals may be relevant or irrelevant to the expressed legislative and admini- 
strative goals. 

In our evaluation of tuberculosis hospitals, the best rationale for explaining 
all activity was the covert goal of providing the best possible individual treat- 
ment. The epidemiological characteristics of the person receiving this treatment 
and the factor of public benefit were exerting only secondary influence on 
admission and discharge practices. 

3. The third principle is that appraisal of benefits as related to the costs of 
achieving those benefits, is more common at the planning stage of new endea- 
vours, than in established programs. 

There is the inertial factor. Appraisal energy must be expended if one is 
starting something new or changing something which is established. The burden 
of appraisal is on the person who advocates a change. It takes evaluation energy 
_to start a program, change its direction, or stop it. Since the rewards tend to 
accrue to the top executive and not to the person who redirects or stops a pro- 
gram, public health executives are more often prone to expend this energy on 
starting new operations than changing or discontinuing old ones. 

When hospital care of the tuberculous was started it was justified as a neces- 
sary step to achieve control of a communicable disease. Our forebears provided 
isolated places for treatment of infectious persons until they returned to the 
community in a non-communicable state. Decades later when beds became 
plentiful, this purpose had become obscured and the reporting system in use 
did not tell the responsible officials how many communicable cases were admitted 
or discharged from each hospital. It is common knowledge that many established 
programs tend to use reporting systems which impart information about activities 
or functions performed, rather than information which measures the results. 
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4. Every disease control program should have an epidemiological basis. This 
principle is not always apparent, but we have found it to be true in every program 
we have considered. Since our attention has been focused upon tuberculosis 
control which has an evident epidemiological basis, one might argue that this 
principle does not have universal application. There are public health activities 
without an epidemiological rationale but let us look at a new one such as radia- 
tion monitoring. The epidemiological theory is that ionizing radiation regard- 
less of type or source is harmful to life. Human life is involved in a yet fully 
undetermined way. This is the epidemiological basis. We have yet to work out 
the ecology of radioactive materials, their various avenues and means of trans- 
mission to establish an effective contact with our population, that is, contacts 
which produce injury or disease. We have an idea and a general theory but no 
ecologic understanding. Nevertheless, we have proceeded to establish on the 
basis of this inchoate epidemiology, plans or designs for action. These designs 
are being “clothed” with people and places (the pilot proto-types or monitoring 
stations). We are purchasing materials and devices to carry on processes. The 
processes for concentration and measurement of samples are leading to a 
numerical expression of our result—the level of radioactivity in a place per 
unit mass per unit time. 

The result as expressed should be relatable to our epidemiological goal—the 
prevention or reduction of human exposure. It must be immediately apparent 
that there is no such relationship in this instance in a quantitative sense. But 
this failure is not caused by an absence of any epidemiological theory. Such 
inadequacies as exist are the result of the theory that “all radiation is harmful 
to life’. We can accordingly identify this program as being developed on the 
basis of an idea, and still immature epidemiologically. Since the epidemiological 
level lacks precision, every extension of this program must be imprecise. This 
principle is sometimes lost sight of when we use intrinsically precise devices 
which yield very accurate yet incomplete information. Such inadequate informa- 
tion may have no epidemiological meaning, satisfy no goals and present little 
opportunity for appraisal or exploitation as a public health measure. 


Summary 


Evaluation is a logical process which relates results achieved by a public 
health program to the costs incurred to achieve the results. Program operators 
are not inclined to evaluate objectively, since their personal goals of prestige, 
salary and influence are affected. As a consequence, if an evaluation adversely 
affects these interests, the program adjustments may not take place. In addition, 
operators are hampered in evaluating since they tend to become preoccupied 
with means and neglect the ends. The ends must be identified with epidemio- 
logical precision. The results must be relevant to the goals. The evaluation 
process must be a continuing effort made and planned as a part of the pro- 
gram. Evaluation requires that each plan contain (1) a description of the under- 
lying idea or epidemiological theory; (2) a statement of purpose which is 
universally understood; (3) a description of the materials, devices, personnel and 
processes to be used; and (4) a result reporting practice which is logically 
related to the epidemiologic rationale behind the program. 








The Problem of Cardiovascular Disease 
in Ontario 
A. H. SELLERS,? C.D., M.D., D.P.H. 


UBLIC health is concerned with the promotion and maintenance of health, 

the prevention and control of disease, and the preservation of life—and thus 
with all diseases and injuries whi-h affect mankind. The sphere of public health 
has come to include the chronic diseases of known or unknown etiology as well 
as those for which specific methods of prevention or control are available. 

Knowledge of the nature and scope of a particular problem is a prerequisite 
in considering what useful action may or should be taken or where money, public 
funds, may best be spent. Such information is not always easily acquired and in 
the field of cardiovascular disease the data required for a complete and compre- 
hensive description of the problem are not fully at hand. It is the purpose of this 
presentation to present a sketch of several of the highlights reflected by some of 
the information that is now available. 


The General Cardiovascular Mortality Picture 


A total of 94,920 deaths or 40.4% of all deaths were assigned to diseases of 
the heart and arteries at all ages in Ontario during the five years 1954 to 1958 
(Table I) (1). A further 30,148 deaths were assigned to vascular lesions affect- 
ing the central nervous system, making 125,068 deaths in all or 53.2% of all 
deaths in Ontario. In addition, 1,674 deaths or 1.3% of the total cardiovascular 
deaths were attributed to congenital malformations of the circulatory system. 
Thus, more than 25,000 deaths are attributed to cardiovascular disease each year 
in Ontario; of these, 56% occur among males. In addition, over 300 deaths are 
assigned each year to congenital malformations of the circulatory system, 45% 
of which occur during the first 28 days of life and 78% during the first year. 

It must be kept in mind that mortality data do not reflect the frequency with 
which specific cardiovascular diseases exist at the time of death; the mortality 
figures simply indicate, in the view of the physician and as recorded on the 
medical certificate of death, the underlying cause which initiated the train of 
events leading to death. The number of deaths assigned to hypertensive disease, 
for example, does not give a complete indication of the number of cases in which 
hypertension was implicated in death or was in fact mentioned on the medical 
certificate because, by the coding rules of the International Classification of 
Diseases, certificates in which there is mention of coronary artery disease or 


1Presented at the eleventh annual meeting of the Ontario Public Health Association, 
Toronto, October 3, 1960. 

2Director, Division of Medical Statistics, Ontario Department of Health, Parliament 
Buildings, Toronto, Ontario. 
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vascular lesions of the central nervous system as well as hypertension are always 
assigned to one of the first two conditions (2). 


TABLE I—CARDIOVASCULAR DEATHS, ONTARIO, 1954-1958 




















































Deaths in Five Years 
CAUSE GROUP 
Number Per Cent 
All Causes 
a ee 2 - 4 
Rheumatic heart disease A79, 80 2,845 2.2 10.4 
Coronary heart disease | 420.1 45,991 19.6 36.3 59 
} 
Other arteriosclerotic and A8l less | 
degenerative heart disease} 420.1 31,003 13.2 4.5 3 
Other diseases of heart A82 2,450 ) >. 
Hypertensive disease A83, 84 444 3 > 
Diseases arteries 485 5,18 
Vascular lesions of C.N.S. | a 30,148 12.8 23.8 | 10.8 
- _ - —}——____—___J 
| 

TOTAL C.V. DISEASE 125,068 53.2 98. j 459.6 
scent altered — i Zi 
Congenital Malformations A128 6.2 
L ndtarnia [ panes 

TOTAL C.V. + C.M. 4,65. 


* Rate per 100,000 population. 


Rheumatic fever and chronic rheumatic heart disease are of relatively great 
importance in the younger age groups. At ages 5-24 these conditions were 
responsible for 36% of the deaths from cardiovascular disease; among females at 
ages 25-44 for 27%. Although in both sexes the death rate from chronic rheu- 
matic heart disease increases with age, its importance as a cause of death relative 
to other cardiovascular disease (and to total mortality) diminishes with age, and 
in men and women age 65 to 74 it was responsible (in 1954-1958) for only 
1.2% and 2.2%, respectively, of all cardiovascular deaths. 

Arteriosclerotic and degenerative heart disease contributed one-third of all 
deaths at all ages—35.6% of all male deaths and 29.0% of all female deaths. 
Among males at ages 35-64 years, more than three-quarters of all cardiovascular 
deaths are attributed to arteriosclerotic and degenerative heart disease, four-fifths 
of these with mention of coronary artery disease. 

Hypertension with or without heart disease does not appear as a very impor- 
tant cause of death, mainly because of the application of rules for coding death 
certificates; the distinction between hypertension with and hypertension without 
heart disease should also be treated with some reserve for the same reason. 


Chief Causes of Death 
Cardiovascular disease is the leading cause-group at all ages and in each age 
group from age 35 on (Table II). Cardiovascular disease (including congenital 
malformations of circulatory system) thus ranks by age as follows: 
6th under 1 year (7.1%) (exceeded by immaturity, congenital malforma- 


tions, postnatal asphyxia and atelectasis, birth injuries, and pneumonia, 
bronchitis and influenza) ; 
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Sth at 1-4 years (4.8%) (exceeded by accidents, pneumonia, bronchitis 
and influenza, congenital malformations and cancer) ; 

4th at 5-14 years (5.6% ) (exceeded by accidents, cancer, and pneumonia, 
bronchitis and influenza) ; 

3rd at 15-24 years (7.0% ) (exceeded by accidents and cancer); 

3rd at 25-34 years (14.3% ) (exceeded by accidents and cancer); 

Ist at 35-44 years (32.5% ) and 45-54 years (46.1% ). 


TABLE II.—C.V. DISEASE AS A CAUSE OF DEATH,* ONTARIO, 1954-1958 
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AGE GROUP Deaths Total C.V. All Causes] —" 
nearer —— canine 
Under 35 | 2,639 2 8.1 F « 
35-44 2,79 32 Firs 
4 4 8,49 ) 46 F s 
04 8,972 0 5 Firs 
65-74 35,221 27.8 62.6 First 
| 754 | 58,593 | 
eae bons, | 
ALL AGES 126 ,7424 j 
* Includes I.C.D. 754 Includes 23 N.S. 
© Sixth at 0-4, fourth at 5-l4 a third at 15-34, 


CARDIOVASCULAR DISEASE AS A CAUSE OF DEATH AT DIFFERENT AGES 


The importance of cardiovascular disease in total mortality varies sharply with 
age. This may be illustrated by three pieces of information: the age-specific death 
rates, the proportion which cardiovascular deaths contribute to the total deaths in 
each age group, and the percentage distribution of cardiovascular deaths by age. 


A ge-Specific Cardiovascular Death Rates 


The age-specific cardiovascular mortality rates and the numbers and per cent 
of all deaths attributed to cardiovascular disease by age group are jointly illus- 
trated by Figure 1. The pattern varies by sex. 


Cardiovascular Disease and Total Mortality by Age 


The part played by cardiovascular disease in total mortality, by age, is illus- 
trated by Figure 2. Including congenital malformations of the circulatory system, 
cardiovascular deaths contribute significantly to the total mortality at all ages— 
the proportionate contribution rising steeply after age 35. The patterns are 
distinctive for the two sexes. 

Cardiovascular disease contributes one-third of all deaths at ages under 65 
years (37.0% of all male deaths and 26.8% of all female deaths), and 44.2% 
of all deaths under 75 years (46.2% for males and 41.1% for females). 


Age Distribution of Cardiovascular Deaths 


The distribution of cardiovascular deaths by age, including congenital mal- 
formations, is illustrated in Figure 3. Of all deaths from cardiovascular disease 
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Fic. 1. Mortality from C.V. disease 
by age, Ontario, 1954-1958 (excluding 
congenital malformations) 
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Fic. 3. Age distribution of cardiovas- 
cular deaths, Ontario, 1954-1958 (in- 
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Fic. 2. C.V. deaths, per cent of total 
deaths by age, Ontario, 1954-1958 
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Fic. 4. C.V. disease mortality by age 
and sex, Ontario, 1950-1959 (rates per 
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(including congenital malformations) 2.1% occur at ages under 35, 51.7% 
occur at ages 35-74 years and 46.2% at ages 75 and over. Excluding congenital 
malformations, the figures are 0.8%, 52.4% and 46.8%. Twenty-five per cent 
of all cardiovascular deaths (31.1% in males and 17.1% in females) occur at 
ages under 65 years. 


TRENDS IN CARDIOVASCULAR MORTALITY BY AGE AND SEX 


As recently pointed out by McKinnon in his most valuable article “Vital 
Statistics and Medicine” (3), there has been a substantial decline since 1930 in 
the recorded mortality from heart disease and rheumatic fever and chorea in all 
age groups 1-29 years. 

This decline in the death rate from rheumatic fever and chronic rheumatic 
heart disease, as reflected by official vital statistics over the years, is doubtless 
real, and has been brought about by improved social conditions and preventive 
and treatment measures. On the contrary, there has been a sharp increase in the 
recorded cardiovascular-renal mortality among males in all age groups over 40 
years, while that in the female shows either little change or a modest decline. 

“The apparent rise in the mortality from coronary artery disease which has 
taken place in recent years has excited great interest in medical and other circles 
but it is very difficult to estimate how much of the rise is real. The evidence for 
some part of it being real, particularly among males, is very strong, but is based 
largely on sources other than those of vital statistics. The main statistical evidence 
is the failure of the death rate of the older males for all causes to fall as rapidly 
as that of females of equivalent age-groups” (2). 

It would appear to be reasonably true that there has been some increase in 
cardiovascular mortality among males which has not been accompanied by a 
similar increase among females. The significance and interpretation of these 
diverging trends in the two sexes remains to be fully explained. 

In view of these observations it is useful to examine available data on the more 
recent trends in cardiovascular disease by sex, especially at ages from 35 years. 
For this purpose, the figures for the past ten years are the most appropriate since 
classification procedures have been uniform (Figure 4). 

There is almost no change in the male mortality rates for total cardiovascular 
disease in any of the age groups 35-74 years over the ten-year period 1950 to 
1959. There is, however, a definite downward trend in the female mortality rates, 
the decrease being most pronounced in the age groups under 65, especially from 
about 1953. 

Although the interpretation of the data for individual components of the total 
cardiovascular group is most difficult, a few points are of note. For rheumatic 
fever and rheumatic heart disease, there is little change in the mortality rates for 
both sexes after age 55, but in the age group 35-54 there is a downward trend 
in the rates, the female mortality rate tending to be higher than the male rate. 
In heart disease involving the coronary arteries there is a perceptible decline for 
females at ages under 65 years, but no improvement for males. Males have very 
much higher death rates from this cause than females in each age group. For 
arteriosclerotic heart disease, excluding coronary disease, as for coronary heart 
disease, there is evidence of a decline in the female rate which is not observed for 
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males; this decrease begins about 1953 and is more noticeable in the younger age 
groups. 


SEX DIFFERENCES IN CARDIOVASCULAR MORTALITY BY AGE 


Despite sizable reductions in female mortality at ages 50 and over, the changes 
in the male rates are negligible (Figure 4), and the excess of male over female 
mortality has therefore increased. The major portion of this male excess is due 
to accidents and to cardiovascular disease. 

There are then sharp differences in most age groups between the sexes in 
cardiovascular mortality (Figure 5). 

With the single exception of the age group 5-14 years,' the age-specific 
cardiovascular disease death rate for males is higher than the female rate in each 
age group; this difference is greatest in the early middle-age group, 35-54 years, 
at which point the male rate is more than two and one-half times the female rate. 

These sex differences do not apply equally to all the components of the cardio- 
vascular disease group. The recorded male mortality rate is consistently higher 
than the female rate in each age group for arteriosclerotic and degenerative heart 
disease. The male excess is by far the greatest in heart disease involving the 
coronary arteries; this excess decreases steadily with age—at ages 25-34 the 
male death rate for this cause is more than seven times the female rate, while 
at age 75 years and over the male rate is only one and a half times the female 
rate. 

The male mortality rate is greater than the female rate for hypertensive 
disease at all ages under 65. For diseases of the arteries, the male rate is greater 
than the female rate at all ages over 35. The female mortality rate is greater than 
the male rate for rheumatic fever and rheumatic heart disease except at ages 
15-24.? The female mortality rate is also generally higher than the male rate for 
vascular lesions of the central nervous system. The true significance of most of 
these differences is quite uncertain. 

The male and the female cardiovascular mortality rates expressed as a percen- 
tage of the mean rate for Ontario 1954-1958 are illustrated by Figure 6. The 
wide belly in this chart effectively emphasizes the male excess in cardiovascular 
mortality in middle adult life. Note the inversion at ages 5-14 years. 

The difference between the male and female cardiovascular mortality expressed 
as a percentage of the female rate (i.e. the per cent male excess cardiovascular 
mortality), by age group, is strikingly emphasized by Figure 7. Here again there 
is an inversion at 5-14 years. 

The ratio of male to female mortality for all causes of death and for certain 
cardiovascular disease categories is illustrated by Figure 8. The male mortality 
excess in all age groups, especially 25-64 years, for coronary heart disease is 
striking. At ages 55-64 the ratio of the male coronary death rate to that for 
females is 3.4, at ages 45-54 it is 4.9, at ages 35-44 it is 5.8, and at ages 25-34 
it is 7.3. 





1The inversion of the sex ratio in total cardiovascular disease mortality at ages 5—14 is due 
almost entirely to rheumatic fever and rheumatic heart disease. 

“It should be noted that the mortality rates from this cause are low at all ages, and 
year-to-year variations are apt to cause considerable differences in the sex ratios. 
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The percentage of the total male excess mortality due to particular cardio- 
vascular disease groups is illustrated by Figure 9. The great bulk of the total male 
excess cardiovascular mortality—two-thirds of it at 35-44 years of age and three- 
quarters of it at 45-54 years—is due to coronary heart disease! 


MARITAL STATUS 


Differences in the general pattern of mortality experience (all causes) by 
marital status are well known. The age-specific cardiovascular mortality rates by 
sex for single and married persons 15 years and over for Ontario 1955-57 are 
presented in Table III. As with many diseases, the cardiovascular disease death 
rates are higher in most age groups for single than for married persons. These 
differences are more pronounced for males; at ages 45-64 the rate for married 
males is definitely lower than for single males. 


TABLE III—C.V. DISEASE BY MARITAL STATUS, ONTARIO, 1955-1957 
(Rates per 100,000 population) 


Males Females 





* Ever married. 


GEOGRAPHIC VARIATIONS 


There are noteworthy regional variations in cardiovascular mortality and, in 
addition, differences in urban versus rural areas. These are reflections of the 
complex relationship between man and his environment. 


Lost YEARS OF LIFE 


Based on the recorded mortality and the life expectancies in Ontario 1951-53, 
the total years of life “lost” due to cardiovascular-renal deaths at ages less than 
the current life expectation totalled 260,000 years or 30.8% of that due to all 
causes of death (Figure 10) (4). The working years of life “lost” on this same 
basis, i.e. the years “lost” due to death from cardiovascular-renal disease at ages 
20-64, totalled 63,000 or 17% of that due to all causes. About 3% of the total 
is due to the renal component of the cardiovascular-renal complex. 


CARDIOVASCULAR DISEASE AND HOSPITALIZATION 


Cardiovascular diseases contribute 5% of all admissions and 12% of all 
hospital days in public general hospitals in Ontario (Figure 11) (5). Of the total, 
the major components are the arteriosclerotic and degenerative group with 
47.6% of the total cardiovascular cases and days of care. Heart diseases together 
contributed 75% of the total cardiovascular cases and 70% of the days (Figure 
11). 
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HEART DISEASE AND HOSPITALIZATION BY AGE 


Of the total hospital load, heart disease constitutes 3.8% of the cases and 
8.4% of the days (Figure 12). The heart disease case load and its relationship 
to the total case load varies sharply with age; the pattern also varies somewhat 
by sex. 


MorBIDITY DUE TO CARDIOVASCULAR DISEASE 


The Canadian Sickness Survey of 1950-51 provides us with useful estimates 
of the volume of illness attributable to cardiovascular disease (Table IV) (6). 


TABLE IV—INCIDENCE AND PREVALENCE OF C.V. DISEASE (PERSONS), 
CanabDa, 1950-1951 
(Rates per 1,000 population) 


GROUP Prevalence 


Diseases of heart without hypertension, 


rheumatic fever 400-434 


Hypertensive 440-447 


Other cardiovascular disease 450-468 | 
| 


TOTAL C.V. DISEASE 400-468 








TOTAL ALL CAUSES 


PER CENT C.V. DISEASE 








Source: Canadian Sickness Survey, 1950-51, Report No. 10 (1957). 


The incidence of cardiovascular disease during the survey year was 19.6 per 
1,000 population and the “point” prevalence of cardiovascular disease (on the 
day the survey began) was 12.5 per 1,000 population. This is respectively 2.5% 
of the persons reporting new illnesses during the year and 14.6% of the persons 


reporting illness on the date the survey began. Both of these proportions were 
substantially higher at ages 45 and over. 


The estimated numbers of cardiovascular disease illnesses and the number of 


FABLE V—ESTIMATES OF PERSONS AND ILLNESSES, CARDIOVASCULAR 
DISEASE, CANADA, 1950-1951 
(thousands) 





Persons Illnesses| Persons Illnesses 


TOTAL C.V. DISEASE 


TOTAL ALL CAUSES 10,508 





Canadian Sickness Surve 950-51, Report No, 10 (195 
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persons with cardiovascular disease in Canada in 1950-51, in thousands, are 
given in Table V. Thus, during the survey year there were an estimated 265,000 
persons with a cardiovascular disease (disabling or not) with a “point preva- 
lence” figure of 169,000 cases. 

Of the persons with new cases of cardiovascular illness during the year, four- 
fifths were under the age of 65 years; one-half were under age 45 (Table VI). 
One-third of all persons ill with cardiovascular disease at the beginning of the 
survey were 45-64 years of age. Almost two-thirds of all cardiovascular illness 
at the beginning of the survey was among persons under 65 years of age. There 
are sex variations in these illness patterns throughout. 


TABLE VI—PER CENT DISTRIBUTION OF C.V.D. By 
AGE (PERSONS), CANADA, 1950-1951 





These figures suggest that for Ontario there may be an estimated 120,000 new 
cardiovascular illnesses during a year and about 75,000 persons with cardio- 
vascular disease at this moment. Of the former (new illnesses) an estimated 
100,000 and of the latter (prevalence) 50,000, would involve men and women 
under 65 years of age. 


PERMANENT PHYSICAL DISABILITY—HEART DISEASE 


The number of persons estimated to be disabled primarily because of heart 
disease (I1.C.D. 400-443) at the time of the Canadian Sickness Survey in 
1950-51, was 126,000 (Table VII). Of these 126,000 persons, about two-thirds 


TABLE VII—PERMANENT PHYSICAL DISABILITY, HEART DISEASE, CANADA, 
1951 


All Disabilities - 18-6 3,000 | 


Severe and Total 





Disability, l Ages 81,000 
Source: Canadian Sickness Survey 1950-51, 
Report No. 6 (1955) 


* Rate per 00,000 Populatio 
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were severely or totally disabled and well over half of the persons with a 
disability due to heart disease were of working age (18-64 years). 

The estimated total number of persons in whom heart disease was a significant 
factor in their disability (primary or secondary) was 180,000; of these, an 
estimated 121,000 persons were severely or totally disabled. For Ontario, these 


figures suggest that 36,000 persons are now severely or totally disabled because 
of heart disease. 


Conclusions 


1. As this presentation is merely a sketch and not an analysis or an evaluation 
of the cardiovascular disease problem, it can only pin-point some of the 
highlights. 
2. Cardiovascular disease causes, in Ontario, 
25,000 deaths each year, more than one-half of all deaths, at all ages; 
6,000 deaths each year, one-third of all deaths, at ages under 65; 
5% of all hospital admissions; 
12% of all hospital days. 

3. There are, in Ontario, 
possibly 120,000 persons with new cardiovascular illness each year, 
100,000 of these under age 65; 
possibly 75,000 or more persons with cardiovascular disease now, 
50,000 of these under age 65; 
possibly 36,000 persons severely or totally disabled due to heart disease. 

4. Cardiovascular disease is a complex of diseases and conditions, congenital 
and acquired, infective, sclerotic and degenerative, which affect both sexes and 
all age groups. 

5. Cardiovascular disease is associated with a pronounced male excess mor- 
tality, especially at ages 35-54. 

6. The problem of cardiovascular disease calls for the broadest investigation 
and exploration, clinical and epidemiological, including intensive and compre- 


hensive “scientific study of man in relation to his environment”—that is, human 
ecology. 
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Health and Welfare Services and the 
Health Unit 


H. SIEMENS,*? M.D., Dr.P.H. 


HE intent of a good welfare service is to help provide adequate food, shelter, 

clothing, counselling, and a few other facilities to those in need, whatever the 
reasons for the need may be. Not only this, but to provide these things in a 
manner that will permit the recipients, as far as possible, to retain their self- 
esteem and to improve their lot so they may become less dependent. 

This is an ideal which we can only approach in most cases. Disappointments 
for both the service and the recipient are numerous because our performance in 
this area too often falls short of the intent, and factors known or unknown, and 
often beyond our control, militate against the results envisioned. It is my purpose 
to discuss one or two of the conditions recognized by us at present which to some 
extent are under our control and which could be modified to encourage a larger 
number of successes in this work. 

Within our memory notable changes have taken place in the health services. 
They have increased their effectiveness and given new hope to the ill. The pro- 
grams of welfare agencies have changed in a similar way, partly because more 
people live to the time when chronic illness and disability are common, but also 
because the agencies have assumed responsibilities they formerly would not 
accept. 

These developments, although they necessitated intensified training of both 
health and welfare workers, instead of making the two disciplines more inde- 
pendent have made them more interdependent to permit both of them to be 
more successful. While this interdependence was originally taken for granted, 
it has become less openly acknowledged in later years. This has not been a whole- 
some development and shows signs of being a hindrance to the optimal function- 
ing of both health and welfare services. 

Not many years ago welfare services, as a designated function of local or 
central government, were a relatively philosophical concept. They were more of 
the nature of voluntary or charitable actions taken by individuals or groups. The 
neighbours would, when necessary, put in a sick farmer’s crop. The ladies would 
take over onerous duties in times of illness, “ill luck” or indisposition of their 
friends. “Barn-raising bees” would be organized to replace a building destroyed 
by fire, and so forth. Partly disabled people were taken care of by relatives and 
friends and often provided with jobs or duties which they could still handle for 
the local town or village to permit the individual to carry on and do his part. 


1Presented at the annual meeting of the Alberta Division, Canadian Public Health 
Association, September 1960. 
2Medical Director, Leduc-Strathcona Health Unit, Edmonton, Alberta. 
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Churches and societies undertook a certain amount of responsibility to assist 
those in need. It is true that in all this voluntary activity certain situations were 
not always well managed and injustices or neglect were not unknown. Yet it is 
believed by many that the concern and action of the immediate relatives, friends 
and the community for the misfortunes and needs of individuals indicated a 
wholesome aspect of community living. It reminded us of our place in the com- 
munity and the part we needed to take to preserve its health and welfare. 

As we became more mobile and prosperous and as the boundaries of our 
communities became less well defined and the responsibilities of the individual 
were less clear cut, public pressures caused organized welfare as well as public 
health services to take on activities and responsibilities foreign to them only 
a short time before. Some of these newer duties were placed on welfare as a 
result of changing attitudes, changing social and economic conditions, and others 
as a result of the rejection of time honoured concepts of personal and moral 
responsibilities which were relegated in some measure to “government”, relieving 
the sensitivities of local persons and communities. 

With the increased responsibilities wished on health and welfare the duties, 
staff, administration and costs to provincial governments increased and, probably 
for greater ease of administration, health and welfare became separate depart- 
ments under separate ministers in many provinces. While there probably are 
administrative advantages in this separation, it is not clear what losses have 
resulted through this change. Certainly the majority of people referred to our 
local welfare service are people with health problems as well as financial prob- 
lems. Indeed, in numerous instances, financial problems enter the picture only 
as they relate to the handling of the resources already possessed by the family or 
the individual. 

The majority of referrals are made because of need for financial assistance and 
it is most necessary that this need be attended to. But, with few exceptions, 
there are within the family conditions of ill health, sometimes as a result of 
various forms of neglect, which need attention as urgently as do the material 
needs. Failure to treat the one condition often nullifies the attention given to the 
other. In other words, health and welfare are not separable in life nor in the 
services required for the amelioration of the problems they pose in the home 
and the community. While for administrative purposes there may be sufficient 
advantage to warrant this separation in the central government, we must earnestly 
question the rationale and wisdom of the separate application of the services of 
the two departments required locally, by the same individual or family. 

Like public health services, welfare services must be available on short notice, 
locally, to deal with urgent problems. A form of provision for this service is 
legally required of the local municipal districts. The appointment made by these 
bodies falls too often on an officer chosen for his availability and too often be- 
cause he is in no position to refuse the appointment. In too few cases has he 
more than an interest in people in trouble. Seldom has he had any training in 
what has become a profession requiring great wisdom, skill, knowledge, and 
aptitude for dealing with problems of great complexity. Hardly ever is this person 
related in any formal way to the local health department, the staff of which has 
often been well acquainted with the problems and has much to contribute. 
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Experience has shown that an adequately trained welfare officer, working to- 
gether with the health department, can not only benefit from the help such a 
department can give him, but can contribute much to the fuller understanding 
by the health department of the complexities of the problems. 

Where health and welfare services become complementary in this manner 
much surveillance and detail work can be done in the course of the duties of 
the health staff. Being a co-operative effort, the one service cannot blame the 
other for neglect or delay because both are simultaneously involved in the joint 
management of a problem. This arrangement largely circumvents, in local 
application, the artificial separation of two interdependent and complementary 
services of central government. 

It is felt that there are many advantages in continuing the policy of holding 
the local authority responsible for the provision of adequately trained welfare 
staff and its adequate functioning. The more local participation there is, the less 
often will one find the attitude that costs are not too important since the govern- 
ment pays most of them anyway. 

A logical base for the operation of the welfare service is the local health unit 
which is acquainted with many of the problems of both health and welfare and 
has much to offer in the way of securing health care and carrying part of the 
responsibility for the implementation of welfare supervision. Since the health 
unit service and staff are usually well known to the local population, this office 
is quickly accepted also for advice and assistance in the welfare field. 

The object of this discussion is not to belittle in any way welfare services as 
they are provided in Alberta today. The purpose is rather to raise some of the 
questions that have doubtless occurred to many of us; to remind us of the 
relatedness of health and welfare; to stress the need for well trained and able 
welfare officers and health workers; and to emphasize the importance of adminis- 
tration locally, under local direction, and by people acquainted with more than 
the most immediate factors operative in a given situation. It seems to us im- 
portant that local taxing bodies at least, and preferably the local ratepayers, 
take an active hand in the provision of welfare services as well as in the pro- 
vision of the means. The attitude that government can “give” us something 
should be more closely examined. Can government ever give us something we 
do not give to it? An honest examination of the questions raised could result 
in improved service. 








The Maritime Medical Care Plan 
F. MURRAY FRASER, M.D., C.M22 


FTER the second world war the two most commonly used words were 

“protection” and “security”, and in response to the rapidly growing demand 

for financial security in ill-health, and protection against the ever-increasing 

costs of illness, prepaid medical care plans came into being in Canada. In each 

province of Canada there is a prepaid medical care plan (in some provinces, 

more than one), so that no one who can afford it, need go without medical care 
insurance. 


MARITIME MEDICAL CARE INC. 


Twelve years ago a group of doctors, with courage and vision, introduced to 
Nova Scotia a voluntary prepaid non-profit plan of medical services sponsored 
by the Medical Society of Nova Scotia. Initially, it was conceived as an attempt 
to provide a “family doctor” service at home and in the office for that large group 
of average income and wage-earning families on whom the cost of medical care 
fell most heavily. With the rapid growth of medical specialization, advances in 
medical therapy and techniques, and the ever-increasing demand of the public 
for “comprehensive” medical coverage, the Maritime Medical Care Plan has 
broadened greatly its original conception to make available almost all services 
provided by general practitioners and specialists, to any subscriber, regardless 
of income. 

Its two main objectives, as expressed at the time of its incorporation in April, 
1948 were: 

“To arrange for the provision of medical and surgical care, treatment and 
surgical care, treatment and services by legally qualified medical practitioners 
with or without hospital care or treatment or other ancillary services, on a non- 
profit basis, so as to best meet and serve the interest of those receiving and those 
rendering such services, and 

To establish and maintain effective collaboration with the Medical Society of 
Nova Scotia.” 

There are those who will say there was a third objective namely, to try to 
prevent the imposition of a government-sponsored plan, but I prefer to believe 
in the more altruistic reasons. 


The Plans Offered 
Have we achieved over the years, our two objectives? I would answer “yes” 
and “to a large extent”. 


1Presented at the 51st Annual Meeting of the Canadian Public Health Association, 
Halifax, N.S., May 31—-June 2, 1960, Medical Care Section. 

2President, Maritime Medical Care Inc.; President, College of General Practice of 
Canada, Halifax, N.S 
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The first objective is being achieved by the variety of the contracts which we 
offer the public. There is the ever popular Comprehensive Plan, which covers 
practically every condition except those coming under the Provincial Department 
of Health, e.g. tuberculosis, venereal disease, etc. The Health Security Plan is 
similar to the comprehensive plan but without home and office calls. These two 
plans are sold only to groups. An Individual Plan is sold to those under sixty 
years of age, who are self-employed or work where fewer than five are employed. 
There is a special Armed Services Plan for families of service personnel. And 
| am very happy to announce a new plan, called the Seniors Health Plan, which 
will shortly become available and which will be of interest particularly to the 
elderly of the Atlantic provinces. 

The Seniors Health Plan will be a medical-surgical plan available to all over 
sixty years of age. Enrolment will be on an individual basis and no restrictions 
will be placed on those with chronic or pre-existing conditions. Among other 
benefits it will include obstetrics, for while the subscriber must be over sixty 
years of age we place no restrictions on the age of his wife. This will be the first 
time in Canada that such a plan has been offered exclusively to elderly persons. 
We expect it to prove popular, particularly as the monthly premiums are, in our 
opinion, very reasonable. This will be a “trial and error” plan, for there are few, 
if any, statistics available as a guide. I am sure this plan will be watched closely 
by other prepaid medical care plans throughout Canada and by the various 
government agencies having to do with health. 

The second objective, namely collaboration between the medical society and 
the corporation, is achieved by the appointment to the board of directors of a 
doctor representing each of the county branches of the medical society, which 
appointment must be approved by the parent body. The balance of the members 
of the board, approximately one-third, are laymen. 

As the Maritime Medical Care Plan grows, I foresee a demand for more “lay” 
representation on our board of directors by large subscriber groups, and if one 
accepts the inevitability of government participation in the provision of certain 
aspects of medical care, there must be government representation as well. I 
firmly believe that control of the provision of medical services to the people, in 
order to maintain the highest standards of medical care, must remain with the 
medical profession. Those directing these operations must be imbued with the 
philosophy of voluntary prepaid medical care and have the interest of the health 
of the people as a whole at heart. 

Ninety-nine per cent of the active practising physicians in the province are 
participating so the plan is not only sponsored by the medical profession, but is 
actively supported and endorsed by an overwhelming majority of doctors in 
Nova Scotia. For the successful working of any prepaid medical care plan 
voluntary membership and support are essential. 

The Maritime Medical Care Plan has grown from 9,000 subscribers at the 
end of 1949 to approximately 130,000 at the end of 1959, and its popularity 
appears to be steadily increasing. 


Advantages of a Doctor-sponsored Prepaid Medical Care Plan 
(1) It has the active, voluntary and willing support of the medical profession. 
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(2) It is a non-profit undertaking. Every penny of the subscribers’ dollar, less 

administrative costs, goes to provide benefits for the individual. 

There are no examinations required for joining. One may join as a member 

of a group or as an individual, in the latter case pre-existing chronic con- 

ditions at present are not covered. 

(4) There are no “deductibles”. 

(5) There is no “red tape”; an identification card, which must be shown to the 
doctor is the only evidence of membership required. There are no forms 
for the patient to fill out, and only one for the doctor. 

(6) Various types of contract best suited to the patient’s needs and purse are 
available. 

(7) A subscriber, previously enrolled in a group, on leaving his or her employ- 
ment, may continue as an individual. 

(8) Benefits do not cease at any age. 

(9) It allows the maintenance of that intimate and happy relationship between 
patient and doctor which has existed since time immemorial, since both 
parties voluntarily enter into the agreement to receive the services and to 
render the services available. 

In certain areas the prepaid medical plans may be said to overlap some of 
the services which are provided by public health programs, but on examination, 
such overlapping may well prove to be an extension, rather than a duplication, 
of services provided by public health agencies. For instance, many accounts are 
presently being paid by our own plan (M.M.C.) for ambulant treatment of pul- 
monary tuberculosis. These patients, who, before the introduction of strepto- 
mycin and other anti-tuberculosis drugs, would have been confined strictly to 
hospital at public expense, are now being treated in the doctor’s office. The 
similar treatment of non-pulmonary tuberculosis, for which treatment is not 
usually provided by public health agencies, is also covered by the plan. 

Prepaid medical plans approach the problem of human ills from a slightly 
different angle than the public services. The primary aim of the plans is to 
provide, to as many people as possible, the maximum in physicians’ services at 
the least possible cost. Most of their finances are spent on the active treatment 
of acute illness, a lesser proportion on the preventive side. This must not be 
taken to mean that the prepaid plans are not concerned with the prevention of 
illness; indeed, the reverse is true, and many services of a prophylactic nature 
are presently being covered. We may cite vaccinations, inoculations and treat- 
ment of Asian influenza which cost the scheme in one year $90,000. Well-baby 
care is also covered. A baby becomes eligible for care from birth providing it is 
registered with the Corporation within thirty days. Maternal mortality and 
morbidity have been decreased by the improvement in and extension of antenatal 
care, which is covered by the plans. 

Since the prepaid plans are designed to augment, rather than duplicate the 
generally accepted public health services, most plan contracts contain clauses 
eliminating as benefits those services which are covered by public health agencies. 
Treatment of venereal disease is not covered, nor is mental illness when the 
patient is confined to a government mental hospital. In this latter connection 
M.M.C. is much more advanced in its benefit than other plans, in that treatment 
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of mental disease is extensively covered by the plan, which pays for such pro- 
cedures as electro-convulsive therapy, insulin shock, and to some extent, psycho- 
therapy. 


Disadvantages of Prepaid Medical Care Plans 


(1) Benefits are restricted to those who can afford to pay the premium. 

(2) The services rendered and the costs vary from province to province. 

(3) They cannot look after that large group of indigents, chronically ill and 
uninsurables, from which, particularly as age advances, comes the greatest 
demand and in which is the greatest need for medical services of all kinds. 


How can these disadvantages be overcome? 


A decrease in premium rates can only be brought about by (1) tremendous 
increase in the number of subscribers, by (2) a lessening of utilization of the 
plan services, (3) by “experience rating”. 

We had experience of a marked increase in our subscribers with the advent 
of the provincial hospital care scheme last year. Within a few months of the 
inauguration of this scheme there was an increase of 20% in the subscribers to 
M.M.C., indicating not only that the portion of the health dollar previously 
devoted to covering hospitalization, which is recognized as the major expense 
in the cost of illness, was now being switched to cover medical care, but also that 
the principle of prepaid medical care coverage was the people’s choice. That 
increase in subscribers, with some other factors, has resulted in a moderate profit 
for the Corporation for the first time in over twelve years’ history, but because 
of the unusual factors responsible for it, and the necessity of building up certain 
reserves, the premiums cannot be reduced this year. 

The second way of producing reduced premiums is by less utilization of the 
plan services. This is almost a forlorn hope until the vast majority, instead of 
a minority, is educated to the insurance principle of protection. So long as the 
feeling exists that “I must get my money’s worth out of this”, so long will 
utilization be at a high level. 

The third way of reducing premiums is by “experience rating”. This can only 
be applied obviously to larger groups and consists of charging employees of a 
firm just what is costs to service them in their illness, plus an administrative 
charge and a small percentage to build up a reasonable reserve for the group. 
Here it is in the interests of employers, who usually contribute to a plan of this 
nature, and employees to keep utilization to a minimum, knowing full well that 
they themselves will in due course receive the results of this by increased benefits, 
a decrease in premium, or occasionally a suspension of premium for a time. 

These, then, are the three ways in which the relatively high cost of prepaid 
medical care services can be reduced, and they require the utmost co-operation 
of doctor and patient to bring them about. 


TRANS CANADA MEDICAL PLAN 


What about disadvantage no. 2—the varying services and rates from province 
to province? In an attempt to co-ordinate the activities of the various provincial 
prepaid plans, about six or seven years ago the C.M.A. set up an organization 
known as Trans Canada Medical Plan (T.C.M.P.) 
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Functions of T.C.M.P.—This plan has a two-fold purpose. With the aid and 
organization of the Canadian Medical Association and the various provincial, 
medically-sponsored or approved medical care plans making up its membership, 
T.C.M.P. is established to direct, at the national level, a program of health 
insurance on a voluntary basis, thus providing the opportunity for the great 
majority of Canadian citizens to protect themselves and their families. Further, 
the organization assists its provincially incorporated Membership Plans in the 
development and provision of the services required to meet the objectives of 
national policy; something which no individual plan can do. 

© Inter-plan transfers—A subscriber to any Member Plan in Canada, on 
transfer or change of residence from one part of the country to another, is now 
able to retain his seniority of coverage under any of the Member Plans on 
transfer to the Plan in his new area, thus retaining continuous protection. This 
arrangement is the result of developments over the past five years. While this 
has not meant the same level of coverage in all areas, it has been a great boon 
to subscribers, and expressions of appreciation to the Member Plans for the 
provisions of such facilities have indicated widespread approval. 

© Extension of coverage—If voluntary health protection is to be the right of 
every Canadian citizen, obviously, in all provinces of Canada, ways and means 
must be found by the provincially incorporated plans rendering the services in 
a national project to expand their coverage to accomplish the objectives of a 
national policy. During the past year we have seen an extension of coverage in 
some of the provinces with the introduction of individual enrolment plans and 
the development of other arrangements which will enable an increasing per- 
centage of our citizens to obtain protection. It is expected that this trend will 
continue. 

®@ Arrangements for national employers—Considerable attention has been 
given to evolving the most satisfactory arrangements by which national employers 
of labour may insure their employees in the various areas in which they are 
located. This has involved an attempt at the gradual development of two separate 
arrangements: (a) a national uniform rate on a composite rate basis and operated 
through one central pay source; and (b) a co-ordinated enrolment arrangement 
which offers the employer a reasonably similar type of coverage (either com- 
prehensive or limited) for his employees across the country and involves co- 
‘ ordination in respect to enrolment only, but enables the employees to be 
protected under the coverage provided by each plan in its local area. 

Each of the Member Plans of T.C.M.P. started almost as an isolated project in 
a local area and developed its own regulations. As each Plan developed and 
assumed added responsibilities, the need to work together became more apparent. 
When these Plans undertook to provide coverage for national groups, the neces- 
sity for achieving some degree of uniformity in regulations became more 
important than ever. 

One of the major problems of the past two or three years has been the working 
out of uniformity in many of these regulations. The national body has been 
increasingly successful in accomplishing this objective. It is hoped that most of 
this important work will be completed in the near future. 

© Statistics—The value of adequate statistics to the medical care plans cannot 
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be over-emphasized. Without these data a Plan is helpless. The collecting of 
adequate statistical data is an important function of T.C.M.P. 

© Improved management—Perhaps the greatest single contribution of a 
national organization is the increased exchange of ideas and knowledge among 
all of the Plans. In the beginning, when each Plan was small, there was little 
experience or knowledge to guide in their development and each Plan depended 
almost solely on the knowledge and experience of its local management. When 
the Plans were small, mistakes could be made without affecting many persons. 
As each Plan has grown, with an increasing responsibility to the public, a 
heavier responsibility has been accepted to make provision for health services 
which meet the desires of the public, protect the welfare of the doctors, and 
avoid mistakes which would cause harm to the Plan and to the whole cause of 
voluntary pre-paid health care. While the Plans have shown an amazing growth 
in Canada in the post-war years, it must be remembered that the prepayment 
system is only a few years old. While it has come a long way, there may be 
changes, adaptations of methods and many variations of the original plan before 
a system most suitable for Canadian needs is developed. There has been an 
increasing need for consultation and exchange of ideas at all levels of manage- 
ment. 

® National unity—A valuable development has been the creation of a national 
body, able through its facilities to carry out the policy which Canadian medicine 
has enunciated in respect to the needs of the Canadian people. It might be said 
that Canadian doctors support the adoption of the principles of health insurance 
on a voluntary basis for three reasons. First, they have seen demonstrated the 
practical application of the prepayment principle in the growth of the various 
voluntary prepaid plans across Canada. Secondly, they support the principle of 
providing a measure of individual responsibility as well as privilege, as enunciated 
in the voluntary approach to health insurance. Thirdly, they recognize that an 
outstanding characteristic of the voluntary plans is the provision of virtually any 
scope of benefits which are in the public interest. Canada’s standards vary 
greatly in respect to health services and facilities. Through their development at 
the local level, through their growth and experience, and through competitive 
effort, the voluntary plans have adapted their programs in a remarkable way to 
the needs of the people in the areas in which they operate. The contributions of 
many persons in many areas, in a co-ordinated arrangement of mutual benefit, 
will do much to make it possible for the voluntary programs to meet the 
challenge of a national program of health insurance. 

Trans Canada Medical Plan, however, has not been able to meet all our 
difficulties in its relatively short existence. The reason, in part, has been the 
fundamental differences in the approach of the various plans to these problems, 
and the reluctance of individual plans to give to this central body any of their 
autonomy. This sacrifice must come, however, if prepaid medical care plans are 
to survive in this competitive field. 

Today, in almost any field of enterprise there is at least one “coast to coast” 
company. Neither management nor labour, in the national expansion of industry, 
is interested in local boundaries. Health insurance as a part of collective bargain- 
ing is here to stay—whatever the system of financing the cost of medical care 
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which the medical profession sponsors. Success or failure to obtain enrolment 
under our programs of union health plans will depend entirely on the ability of 
the prepaid plan to fit into the contracts that have been negotiated between 
management and labour. Neither management nor labour will deviate from the 
established patterns for very long, simply to accommodate the idiosyncrasies of 
medically sponsored prepayment plans. 

It seems obvious that there must be integration of our plans with the practices 
of Canadian business. The average business executive thinks of a prepaid care 
plan as one of many so-called “fringe” issues to which he has been committed 
during the last few years. 

Among those businesses with nation-wide branches, there is a growing desire 
of the business executive to include the same benefits for each plant or branch. 
Many are quite willing to pay different rates according to location, but the desire 
and the employee pressure for uniform benefits are growing. 

It becomes obvious that we must develop a national underwriting agency that 
will be able to give employers and employees of national concerns the type of 
medical coverage which they want, whether it be of the “service” variety or the 
“indemnity” type, with and without “major medical”. So long as we are pre- 
pared to give it, so long will the control remain in our hands. 


HOW CAN THE PREPAID PLANS LOOK AFTER THE INDIGENT, THE CHRONICALLY 
ILL AND UNINSURABLE, THE LOW WAGE EARNER? 


Whether we like it or not some form of government contribution and govern- 
ment participation must come if we are to serve, other than charitably, this 
portion of our population. I am personally, not averse to government participa- 
tion, but I am adamantly opposed to government control. 

Why am I opposed to compulsory, comprehensive government controlled 
medical care programs? Because, in my opinion, it would take away from the 
physician the incentives for hard work, the willingness to work long hours, to 
forgo holidays and to undertake continuing studies. The incentive is the oppor- 
tunity and prospect of bettering one’s standard of living by increasing one’s 
income. Take away the incentive and the quality of the service rendered will 
rapidly deteriorate, what is given will be given grudgingly, and the standards of 
health care as maintained under a free competitive system will suffer! Of course, 
I realize that there are still some idealists in medicine who would disagree with 
me. For their presence and contribution we are profoundly grateful. 

What is the solution? I suggest: 

® Any medical care plan must be a contributory one. A contributory pay- 
ment leads to an appreciation of the cost of good medical care and the responsi- 
bility of each individual to help to keep the costs down. 

® For those who cannot afford these costs, government must contribute. 

® Because of this contribution, government must participate in the running 
of the organization which will provide these services. 

® Control of these services must be left in the hands of those specifically 
trained by education, experience and human understanding for this purpose, 
i.e. the medical profession. 

© The prepaid medical care plans, which are at present providing medical 
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care on a voluntary non-profit basis to over 4,000,000 Canadians, should be the 
instrument for any comprehensive service of this nature. 

Can a plan of prepaid medical care work satisfactorily? The answer is “yes”. 
In our own plan we have a unique and excellent example of co-operative effort 
in the welfare program of Nova Scotia. This plan has been in operation for more 
than ten years, and has proved very satisfactory to all parties concerned, in spite 
of some limitations. Those eligible for benefits are recipients of Mother’s 
Allowances and Blind Pensioners numbering about 9,000. On behalf of each 
person on the rolls, the Department of Public Welfare pays to the Medical 
Society of Nova Scotia at present $1.30 per month. Available benefits are 
specified by the Committee on Economics of the Medical Society of Nova Scotia, 
and the fund is administered by Maritime Medical Care in accordance with these 
provisions. The plan, although limited to payment for major surgery, covers all 
day-to-day illness in this group, and is the only plan of its kind, which to my 
knowledge, pays mileage, a most important factor in our primarily rural province. 
The precedent set by this plan is extremely valuable. We have learned that there 
can be government subsidized medicine which still is controlled by the medical 
profession and in which the traditional patient-physician relationship is main- 
tained. 

Maritime Medical Care may be regarded as typical of prepaid medical plans. 
Although not the largest in Canada, it is not the smallest. Since its incorporation 
in 1948 it has shown continuous growth in the number of subscribers covered, 
and in the inclusion of new contract benefits as medical advances make their 
appearance in practice. As has been pointed out, the services rendered by pre- 
paid plans are a necessary complement to the public health services, and as such 
we confidently expect many more years of successful and increasing service. 

In this address I have attempted to point out some of the features of prepaid 
medical care plans as exemplified by Maritime Medical Care; some of its rela- 
tionships to the public health services of the community, some of its advantages 
and some of its disadvantages; some ways by which these latter may be over- 
come, and most important, how these plans may be fitted into any comprehensive 


health service envisaged for the future of our province and indeed any other 
province. 








Infantile Scurvy—A Public Health Problem 


D. SEVERS,' M.A., B.M., B.Ch., D.P.H., T. WILLIAMS,? M.B., B.Ch., D.P.H., 
J. W. DAVIES,’ M.B., B.S., D.P.H. 


NFANTILE scurvy, first described by Barlow at the end of the nineteenth 
century, should now be considered a rare disease since the basic means of 
prevention are clearly understood. Yet a number of authors have viewed with 
some alarm the apparently increasing incidence of scurvy in infants across the 
Dominion (1, 2, 3, 4, 5). There is evidence that in some areas it has become 
endemic and when frank deficiencies are recognized so commonly the general 
prevalence of subclinical vitamin C deficiency must be considerable. 


Table I lists published cases of infantile scurvy in Canada during the past 
decade and a half. 


TABLE I—REPORTED CASES OF INFANTILE SCURVY IN | CANADA a a 


Halifax 1945-50 ‘ewend. NB.) (1) a 
Churchill, Man. 1954-56 (Peever, I.C.) (2) . 24 
Sick Children’s Hospital, Toronto 1951-55 (Whelen, W. S. et al.) (3) 79 
Children’s Hospital, Halifax 1959 (Nigrin, G. & Cochrane, W. A.) (4) 7 
Winnipeg Children’s Hospital 1953-56 (Grewar, D.) (5) 33 


In marked contrast Strelling could find reference to only 16 cases of scurvy in 
infants and children in Great Britain during the past decade (6). 

The purpose of this paper is to define the problem of infantile scurvy as it 
exists in the Province of Newfoundland and upon this basis make suggestions 
which, we believe, could lead to the eradication of this disease. 


The Problem in Newfoundland and its Investigation 

Beween July and December 1959 at a time when poliomyelitis was epidemic 
in the province, 10 cases of infantile scurvy were diagnosed personally by us 
among admissions to the Fever Hospital, St. John’s. In each case the diagnosis 
was confirmed by x-ray and a history of an ascorbutic diet. 

Random enquiry suggested that many more cases were being seen across the 
province. A circular was sent out to practitioners working in Cottage Hospital 
areas and government subsidized practices stating the problem and asking for 
information. Thirty-five doctors replied to the circular and reported a total of 42 
cases of infantile scurvy. In 10 cases the diagnosis was confirmed by x-ray. One 
case had been referred to the General Hospital, St. John’s, for treatment and two 
others to the Western Memorial Hospital, Corner Brook. The remaining 39 cases 


"“‘1Assistant Chief Medical Officer of Health, Department of Health, St, John’s, New- 
foundland. 


*Medical Officer, Isolation Hospital, St. John’s, Newfoundland. 
3Chief Medical Officer, Department of Health, St. John’s, Newfoundland. 
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were treated either in Cottage Hospitals or at home. A further 38 cases were 
admitted to the larger hospitals in St. John’s, Corner Brook, and Grand Falls. 
These hospitals take part in the Children’s Health Plan. This is a non-con- 
tributory scheme provided out of the general revenue of the province and grants 
medical and surgical care in hospital, ward accommodation, x-ray and laboratory 
procedures and drugs and dressings while in hospital to all children under sixteen 
years of age. Statistics on all cases of infantile scurvy treated at these hospitals 
were obtained from the Department of Health, St. John’s, which administers this 
scheme. It was possible to estimate the cost of providing ward accommodation 
and medical care to these 38 cases and also the burden upon hospital beds was 
estimated in terms of patient days. The results are shown in Table II. These 
figures do not include the cost of drugs or diagnostic procedures such as x-rays 
nor do they include the cost of transportation, in some cases considerable. 


TABLE II—HOspPITALIZATION AND ITS COST 


No. of 
Patients Hosp. Cost Doctors’ Fees Total Patient days 
38 $11,533 $2,017 $13,550 710 


In 1959 77 cases of infantile scurvy were diagnosed and treated. The age 
distribution of 60 cases for which complete information is available is set out in 
Table ITT. 


TABLE III—AGE DISTRIBUTION (60 CASES) 


Age in months 3 4 5 6 Ff? & HF HH WP MS 
No. of cases l 6 6 3 Ss; @ fe FS Be Ss 1 0 Oo 
Age in months 17 18 19 20 24 36 48 60 
No. of cases 1 3 1 4 F ¢ 1 


The population under two years of age has been estimated at approximately 
30,000. Assuming that the remaining 17 cases occurred in children under two 
years of age the incidence of this condition in 1959 in the 0-2 age group was 
approximately 250 per 100,000. It is salutary to compare this figure with the 
rate for paralytic poliomyelitis, which was epidemic in 1959, in the same age 
group it being approximately 130 per 100,000. 

The Department of Health, as a part of its nutrition program and in an 
attempt to establish good food habits, makes available on demand and free of 
charge concentrated orange juice to all mothers with infants under one year of 
age. The juice is distributed through all cottage hospitals and well baby clinics 
and its availability has received widespread publicity through all the usual public 
health education media. Purchases have been gauged to meet public demand 
and over past years have averaged six-hundred gallons of concentrated juice per 
annum. The juice is contained in one gallon cans. It is dispensed in 8 or 16 oz. 
bottles from the gallon cans and the bottles are suitably labelled. Two shipments 
of three hundred gallons are delivered at six month intervals. It is recommended 
that the cans be stored at a temperature below 45° F. The juice is estimated to 
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contain approximately 60 mg. of ascorbic acid per fl. oz. when purchased. The 
cost is $10.00 per can and it has been calculated that six hundred gallons (or 
$6,000) provides 30 mg. of ascorbic acid per day to approximately 500 infants 
for one year. 

Since there is evidence that ascorbic acid is unstable, the effect of storage 
and exposure to air on the vitamin C content of the juice was investigated. Two 
unopened cans were sent to the Laboratory of Hygiene, Ottawa. One can had 
been stored for six months in a storehouse where the temperature fluctuated 
with that of the environment. The other was from a fresh shipment. Results of 
analysis showed that the freshly purchased juice contained 2.3 mg. of ascorbic 
acid per gm. The stored juice contained 1.2 mg. per gm. a loss of 47%. A 
further two samples of freshly purchased juice were stored in clean but unsteri- 
lized 6 oz. bottles with corks and left unopened for four weeks. One bottle was 
stored in a refrigerator. There was no loss of vitamin C. The other, stored at 
room temperature, was quite mouldy and suffered a 15% loss of ascorbic acid. 
Improper storage followed by improper handling in the home could thus result 
in a 65% reduction in the ascorbic acid content of orange juice. Since prevailing 
conditions are such that storage is not at the recommended temperatures and 
many homes have no refrigeration it is doubtful whether orange juice can be 
regarded as a reliable source of ascorbic acid. Nor at the price can it be regarded 
as a very economical prophylactic against infantile scurvy. 

To determine why infants have not received a source of ascorbic acid in their 
diet, information was collected by means of a questionnaire, letters, telephone 
conversations and personal interviews. Some information relating to 40 of the 
77 cases was obtained and has been classified under relevant headings set out in 
Table IV. In the remaining 37 cases it was not possible to obtain detailed infor- 
mation because of the isolation of communities and poor weather conditions. 


TABLE IV—(40 CASES) CAUSES OF FAILURE TO PROVIDE 
VITAMIN C SUPPLEMENT 


No. of 
Cases 
Lack of money to provide necessary foods: 
Yes 9 
No 31 
Lack of necessary knowledge or intelligence: 
Lack of knowledge 30 
Lack of intelligence 3 
No lack of knowledge 7 
Method of feeding: 
Breast feeding 0 
Evaporated milk 40 
Contributing factors: 
Ill health of mother 4 
Ill health of father 3 
General neglect and indifference on the part of the mother 
towards the welfare of her family and upkeep of her home 6 


Unmarried mother with two illegitimate children 
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Widow with three young children 

Because the child was a feeding problem 

Refusal of mother to take advice from doctor or nurse 
Failure of doctor or nurse to instruct the mother 


— Nw 


What the mother considered to be the cause of the illness: 
Poliomyelitis 

Because the child was a poor eater 

A cold 

An injury to the legs 

Dampness of the house 

Because the ch'ld was too fat 

No idea 


NRK NwUD 


nN 


Approximately 70% of these cases had received at least one injection of 
Salk vaccine and 80% were born in hospitals, thus indicating the availability of 
medical care. 


Discussion 


Despite the fact that the infant mortality has shown a decline from an average 
annual rate of 104 per 1,000 live births in the five year period 1935-39 to 36 per 
1,000 live births in 1959 and although references to vitamin deficiencies are 
present in numerous nutritional surveys performed in many areas of the province, 
no previous reference has been located relating to infantile scurvy in Newfound- 
land (7, 8, 9, 10). From discussion with senior physicians and from hospital 
and other records it would appear that there has been an increase in the incidence 
of infantile scurvy in recent years. There are a number of possible explanations 
for this increase. In pre-Confederation days breast feeding was more common, 
fresh cow’s milk and occasionally goat’s milk were more widely used in infant 
feeding as also were home grown foodstuffs such as potatoes, cabbage and 
turnips. In the past decade Confederation, through the more ready availability 
of cash, has brought many sociological changes. Today, practically all infant 
feeding depends upon the use of evaporated milk which in depression days was 
a luxury. There is an undue dependence upon food from cans, packet cereals 
and other commercial preparations. 

The large number of clinical cases and, in all probability, the even greater 
number of subclinical cases, the burden upon hospital beds, the considerable 
cost of treatment are sufficient indications of the urgency of the problem. The 
question arises as to how it may best be overcome and prevented. In order to 
determine a method of prevention the basic causes of failure of mothers to 
provide a source of vitamin C to their infants must be considered. In our enquiry 
no single simple cause could be found although lack of knowledge seemed to be 
the most prominent factor. Indifference or neglect often co-existed with lack of 
means. Illness of one of the parents combined with large family size was felt to 
be contributory in some instances. Such universal problems as illegitimacy and 
low intelligence were also factors. Taking into consideration the well established 
fact that 10% of any population has an I.Q. under 80 it is unlikely that educa- 
tion alone can be expected to overcome the problem. 

For decades it has been known that breast feeding is almost a specific pre- 
ventive of infantile scurvy yet it has declined in popularity. In this province, at 








218 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 52 


present, it is doubtful whether 10% of mothers breast feed their babies. Even in 
hospital nurseries the proportion is small. The fact that mothers nowadays remain 
in hospital for such short periods after childbirth means that the time available 
for educating them in this regard is reduced. In some quarters it would seem 
that there is even doubt as to whether breast feeding has any advantages to 
mother or child. There are a number of possible reasons for this decline. Because 
of the high incidence of tuberculosis in Newfoundland some doctors have in the 
past advised against breast feeding in some instances. The notion that breast 
feeding may predispose to tuberculosis in mother and child persists in some 
areas. As a relic of the depression days, breast feeding is still regarded by a 
proportion of mothers as a sign of poverty. Undoubtedly in these days of 
emancipated womanhood bottle feeding allows mothers time to enjoy other 
pursuits. If mothers could be persuaded to feed their babies in the natural way 
the problem would be negated. But the odds against achieving this goal are 
considered by many to be too great. 

Many nutritionists think the answer lies in education of the mother in proper 
feeding methods and the introduction of orange juice to infants at an early 
age. Granted this is conducive of producing good food habits in the young child 
but education is at the best a slow process and even with intensive campaigns a 
segment of the population is likely to be difficult to reach. 

With regard to the use of orange juice itself as a prophylactic against infantile 
scurvy there are some valid objections. The product when in daily use loses its 
vitamin C content, particularly if exposed to air at room temperatures. In order 
to ensure retention of vitamin C, the juice should be kept sealed and refrigerated. 
Even in this day and age there are some areas where a refrigerator is a luxury. 

Another objection is that the vitamin C content of the various brands and 
forms of orange juice on the market is not constant. The Food and Drugs 
directorate of the Department of National Health and Welfare in their booklet 
entitled “Food and Drug Protection in Canada” state “products containing 
naturally occurring vitamins may be labelled and advertised as either ‘an 
excellent’ or ‘a good dietary source’ of the named vitamin, depending on the 
amount supplied in a reasonable daily intake. As an example, if a food supplies 
15 mg. of vitamin C in a reasonable daily intake, the claim ‘an excellent dietary 
source of Vitamin C’ may be used. However, if only 7.5 mgs. are supplied, the 
- lesser claim ‘a good dietary source of vitamin C’ may be used” (11). Even if 
mothers and physicians realise that juice labelled an excellent source of vitamin 
C is to be recommended for infant feeding there remains the difficulty of deter- 
mining how much should be given to provide the recommended daily allowance 
of 30 mg. It has also been shown in a series of reported cases of scurvy that in a 
proportion, orange juice was discontinued because of a real or imagined effect 
on the gastro-intestinal tract of the infants concerned; and whatever physicians 
might be taught as medical students, the hard fact is that when they set up in 
practice they invariably prescribe proprietary multivitamin preparations in 
preference to orange juice and cod liver oil. If parents receive differing advice 
from health department authorities on the one hand and private physicians on 
the other, education cannot succeed. 
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In recent times an evaporated milk formula containing vitamin C has been 
used successfully in the treatment and prophylaxis of infantile scurvy (12, 13). 
Many arguments have been put forward against fortification of milk with vitamin 
C; one of the main arguments being that vitamin C is readily obtainable from 
other natural foods. But it should be remembered that breast milk is the natural 
food for infants and up to four or five months of age it is wholly adequate to meet 
all growth requirements. Thereafter certain needs must be met from exogenous 
sources. Infantile scurvy most commonly develops between the ages of 6 and 12 
months in infants fed on evaporated milk. This suggests that the tissues at birth 
contain sufficient vitamin C to meet metabolic needs for at least six months. In 
breast fed babies supplies of vitamin C are not depleted during the first four to 
five months of life but are being replenished by 45 mg. of vitamin C for every 
quart of breast milk the infant consumes. The breast fed baby is rarely affected 
by scurvy and the use of a vitamin C enriched milk during the first four to six 
months of life would imitate the conditions of a breast fed infant in artificially 
fed infants. In the past it would appear that the trend has been to render cow’s 
milk formulae as identical as possible to human milk. This would appear logical 
and the addition of vitamin C would be a great step forward. 

It is feared by some that the use of a vitamin C enriched milk instead of 
orange juice will prevent the development of a wide taste acceptance and thus 
interfere with the formation of good food habits. The use of vitamin C enriched 
milk should in no way interfere with the recommended weaning schedules and 
it should be again emphasized that breast milk is the infant’s natural food up to 
the age of four or five months. 

A favourite objection to the addition of vitamin C to evaporated milk is that 
it will result in an increase in price of this product and thus place an undue 
financial burden upon a large section of consumers. Flour has been enriched 
with B group vitamins, vitamins D and A are added to evaporated milk and 
margarine, salt now contains iodide. These measures did not result in a sudden 
increase in the cost of the products. They did result in the eradication of beri 
beri, night blindness, rickets and goitre. It is believed that the food industry 
could readily make available an inexpensive milk fortified with ascorbic acid, 
given encouragement by the medical profession and the necessary legislative 
authority. 

The fear that excessive amounts of vitamin C in milk might be harmful to 
the infant is without foundation. The evidence suggests that when tissue satura- 
tion is reached any excess intake of a water soluble vitamin is excreted in the 
urine. 

The fact that vitamin C fortified milk is an efficacious and practicable 
antiscorbutic has been adequately demonstrated and a method of control of 
infantile scurvy is at our finger tips. As a health problem rickets has been 
eliminated and this accomplishment can be directly attributed to the addition of 
vitamin D to evaporated milk. With experience gained in the control of rickets 
should we not now apply our knowledge to the control of infantile scurvy? 

A common excuse for failure of a particular program in the health field is that 
society has been slow to utilize available knowledge. Perhaps we are guilty 
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occasionally of the same fault. That infantile scurvy is still with us can only be 
blamed upon our failure to apply existing knowledge. In 1754 James Lind pub- 
lished his classic treatise but it was not until 1795 that his recommendations to 
the Admiralty were enforced by legislation on the advice of Sir Gilbert Blane, a 
man of influence. Scurvy as a cause of sickness disappeared from the official 
returns thereafter. 

In a serious disease such as infantile scurvy with its many contributory causes 
one should not rely solely upon a single method of prevention. It is our conten- 
tion that educational methods should be greatly intensified and should go hand 
in hand with fortification of evaporated milk with vitamin C. This latter method 
has been shown to be safe and practicable and could be expected to produce 
immediate and permanent benefit to the population at risk. 


Summary 


Infantile scurvy is increasing in extent in Newfoundland as well as in other 
parts of Canada. During 1959 a total of 77 cases were reported to the Depart- 
ment of Health. Mild and subclinical cases are believed to be more numerous. 
Investigation revealed a multiplicity of possible causes for this state of affairs, 
prominent among them being the virtual absence of breast feeding and ignorance 
of proper methods of artificial feeding. In recent years complex sociologic 
changes have occurred with resultant changes in the mode of living which may 
have played a contributory role in the increasing incidence of the disease. The 
need for more intensive education of mothers in proper methods of infant 
feeding is recognized but it is pointed out that more consistent advice should be 
given by public health personnel on the one hand and private physicians on the 
other. In view of the seriousness and extent of the condition it is suggested that 
educational methods be supplemented by the fortification of milk with vitamin 
C. This procedure is safe and practicable and could be expected to produce 
immediate and permanent benefit to all at risk. 
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PUBLIC HEALTH AND WELFARE 


HE question of the relation, formal and informal, between those engaged in 

the fields of health and welfare has been tossed about rather promiscuously 
for some years. In Dr. Sieman’s article, we are made aware of the “relatedness” 
of the two fields; the matter of relationship, however, is only implied. 

A generation or more ago, the words health and welfare had more or less 
generally accepted meanings. For instance, health was interpreted as the 
antithesis of disease, while welfare was described as a condition of physical and 
emotional wellbeing. The latter definition is in no way related to its meaning to- 
day. Our present concept of welfare was then known as charity. Today, health 
and welfare have ceased to be mere words and have become terms. The meanings 
of these are still not too well defined, because the connotations are almost 
limitless. 

The official entry into the field of charity was a gradual one. First thought of 
as a casual service, it soon became an integral part of the local health program. 
The transition was helped by the arrival on this continent of large numbers of 
immigrants from the depressed areas of central and eastern Europe. Many of 
these needed help, both material and other, in solving the problems of establish- 
ment in a completely foreign country. Social problems were all too often 
uncovered by the staff of the local health authorities when they were called upon 
to provide advice and service for physical ills. The need for a continuing service 
was clearly indicated during World War I when the dependents of members of 
the armed forces required guidance in handling assigned pay and allowances. 
This, or some related need, continued when the problems of disabled veterans 
had to be considered. The next phase came during the depression years, when 
organized relief programs justified further extension of official and semi-official 
interest in this new field. 

The change in the status of what was at first thought of as organized charity 
has been to many people a meaningful thing. It was accompanied by the advent 
of the professional welfare worker, who was originally either self-taught or had 
had college training and occasionally an extra year of graduate study. They 
blossomed forth as medical social workers, hospital social workers, psychiatric 
social workers or just ordinary social workers. Every aspect of the community 
health program was ultimately invaded. 
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Until the depression years the impact of this need was felt largely at the local 
level. The necessity for the broadest possible approach to the treatment of the 
economic and social ills of “the depressed thirties” brought both the provincial 
and national governments into the welfare field. The recognition by all jurisdic- 
tions of government of the political and economic advantages of the “welfare 
state” brought about conditions that made it necessary to separate the two 
activities of health and welfare. The aspects of the program which required 
much administrative detail became so great that they literally swamped those 
concerned with wellbeing. 

With the advent of state interest in the vicissitudes of childhood and old age, 
many new descriptive terms came into our vocabulary, for example, baby 
bonus, subsistence allowance, family allowance, old age assistance, and last 
but by no means least, social security. 

When we add up all those things that impinge on welfare as now defined, we 
can understand, at least in part, why the pendulum has swung so far to the left. 
From health, it has gone through health and welfare, welfare and health, to 
welfare plain and unadorned. 

The more one looks at the situation, the more one realizes that it is not a 
matter of union or divorcement, but a question of realignment of responsibilities 
—returning to the health authorities those phases of the program which 
have a definable health, or medical, aspect, and leaving to those formally con- 
cerned with welfare the things that are directly related to material security. 
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Association News 


A leaflet entitled “One Membership” pre- 
pared by the Committee on Membership has 
been printed and distributed to provincial 
branches and affiliated associations to assist 
them in their membership drives. 

The Committee on Recruitment in con- 
junction with the Public Health Nursing 
Section has prepared a folder entitled 
“Public Health Nursing—An Adventure 
Serving the Community”. This leaflet has 
been printed and distributed. Additional 
copies are available from the national office 
of the Association. The Committee on Re- 
cruitment has also prepared and had printed 
a pamphlet for medical students regarding 
a career in public health and preventive 
medicine. 

The annual meetings of the British Colum- 
bia Branch, the Alberta Division, and the 
Manitoba Public Health Association were 
held during the week commencing April 3, 
1961. The Executive Director attended and 
participated in the Alberta Meeting. 


Ontario Public Health Association 
The Program Committee and the Board of 


News 


International 


World Health Day was observed on April 
6 and marked the coming into force of the 
Constitution of the World Health Organiza- 
tion in 1948. The theme chosen for 1961 
was “Accidents Need Not Happen”. 


The Health Minister of Great Britain, 
Enoch Powell, announced in Parliament that 
the budget estimates of the health depart- 
ment and the National Health Service in- 
creased 11% for the coming year, after an 
8% increase last year. The basic charge will 
be increased to about 18s. a week of which 
the individual will pay about 10s. and his 
employer will pay the rest. The charge for 
each medical prescription will increase from 
ls. to 2s. and a greater charge will be made 
for dentures and glasses. 


The theme of the 1960 Assembly of the 
World Confederation of Organizations of the 
Teaching Profession in Amsterdam, Holland 
was “Child Health and the School”. Nearly 
500 teacher representatives including twenty 
from Canada attended the sessions which 
ran from July 31 to August 7. 


Dr. E. A. Watkinson, principal medical 
officer, environmental health and special 


Directors of the Ontario Public Health 
Association are making plans for the meet- 
ings of the Ontario Public Health Associa- 
tion to be held at the King Edward Hotel, 
Toronto, October 2, 3, and 4, 1961. Infor- 
mation about these programs will be soon 
included in these pages. 

On the request of Dr. E. J. Young, 
Executive Director of the Canadian Public 
Health Association, the Board of Directors 
of the Ontario Public Health Association 
at their meeting on March 20, 1961, began 
to make plans for the 1962 Joint Meetings 
of the Ontario Public Health Association 
and the Canadian Public Health Association 
in May 1962 in Toronto. 


Quebec 

La Société d’Hygiéne et de Médecine Pré- 
ventive de la Province de Québec is publish- 
ing its bulletin in a new and improved 
edition. La Société is co-operating with the 
national office and the Membership Com- 
mittee in the campaign to increase member- 
ship in the provincial society and the national 
organization. 


Notes 


projects, Department of National Health and 
Welfare, represented Canada at the 9th 
session of the United Nations Scientific 
Committee on the Effects of Atomic Radia- 
tion, held in Geneva, Switzerland, late in 
March. Dr. F. D. Sowby, senior medical 
officer in the radiation protection division, 
was the alternate delegate. 


Charles B. Walker, B.A., from the bio- 
statistics section of the research and statistics 
division, Department of National Health and 
Welfare, has been appointed as a WHO 
consultant to assist with a study of public 
health problems being carried out by the 
government of Jamaica this spring. 


National 


Following the survey of nursing education 
conducted by Helen Mussalem, the Cana- 
dian Nurses’ Association has appointed 
Glenna Rowsell of St. John’s to direct the 
Association’s school improvement program. 
Miss Rowsell was associate director of nurs- 
ing education, School of Nursing, General 
Hospital, St. John’s. She will organize work- 
shops and conferences, both regionally and 
provincially. A self-appraisal program for 
schools, to evaluate their present curriculum, 
is planned as an initial step. 
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The following candidates were successful 
in the November 1960 examinations and 
were awarded the Certificate in Sanitary 
Inspection (Canada): Sgt. Jacob M. Gat- 
tinger, Goose Bay, Lab.; Ronald J. MacLean, 
Sydney, N.S.; Roy G. H. McGuire, Van- 
couver, B.C.; Walter C. Milley, Carbonear, 
Nfid.; Wesley L. Pike, Corner Brook, Nfid.; 
and Leonard W. Schleining, Winnipeg, Man. 


The Royal Commission on the Organiza- 
tion of Government (commonly known as 
the Glassco commission) has now organized 
18 specialized teams to examine selected 
categories of governmental operations. The 
team on medical and hospital services is 
directed by Dr. John F. McCreary, dean of 
the Faculty of Medicine, University of 
British Columbia, Vancouver; with Dr. 
Albert Guilbeault, University of Montreal, 
as associate director. The team studying 
scientific research and development is headed 
by Dr. John Bilton, technical manager, tex- 
tile fibres division, Canadian Industries, Ltd., 
Montreal. Other groups will examine paper- 
work and office systems, manpower in the 
government service, public information 
services and federal-provincial joint and 
allied activities. 


The 12th meeting of the Department of 
National Health and Welfare’s advisory 
committee on mental health was held in 
Ottawa on March 13-14. The subcommit- 
tees on research, personnel, public education, 
and addiction to alcohol and other drugs 
presented their reports. Other items on the 
agenda included mental retardation, trends 
in the development of provincial mental 
hospitals, and the proposed national mental 
illness survey. The subcommittee on addic- 
tion to alcohol and other drugs met in 
Ottawa earlier in March under the chairman- 
ship of Dr. T. E. Dancey, adviser in psychia- 
try to the Department of Veterans Affairs. 


Federal 


Regional and district engineers of the 
public health engineering division, Depart- 
ment of National Health and Welfare, met 
recently in Ottawa for their annual confer- 
ence and to attend an _ interdepartmental 
shellfish meeting. At the same time matters 
of mutual interest were discussed with the 
Department of Fisheries and the Central 
Mortgage and Housing Corporation. 


Dr. K. C. Charron, director of health 
services, Department of National Health 
and Welfare, left Ottawa at the end of Feb- 
ruary to spend two and a half months in a 
study of health services in Australia and 
New Zealand. 
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The new Medical Research Council held 
its first meeting in Ottawa early in March. 


Michael Palko, B.A., M.P.H., formerly 
a health educator with the Metropolitan 
Health Committee of Greater Vancouver, 
recently joined the staff of the Information 
Services division, Department of National 
Health and Welfare, as health education 
consultant. 


New Brunswick 


The appointment of L. Hector Moissan 
as Director of the Hospital Services Division 
of the New Brunswick Department of 
Health, effective April 1, was announced by 
Health Minister, Dr. Georges L. Dumont. 
As Director of the Hospital Services Divi- 
sion, Mr. Moissan will be in charge of the 
administration of the New Brunswick Hospi- 
tal Services Plan. 


Dr. H. S. Wright, a prominent Fredericton 
physician and surgeon with many years of 
experience in municipal affairs, voluntary 
health and welfare agencies and military 
medical services, has been named director of 
New Brunswick’s emergency health services 
under the province’s civil defence program. 
His appointment was announced jointly by 
Health Minister Georges L. Dumont and 
Municipal Affairs Minister Joseph E. Le- 
Blanc who is responsible for provincial civil 
defence. 


Manitoba 


A three-day course for swimming pool 
operators from urban and rural areas, was 
held April 10 to 12, sponsored by the Pro- 
vincial and City Health Departments. 


More than 50 persons, representing 
smaller municipalities, the Army and Air 
Force, attended the three week course for 
Water Works and Sewerage Plant Operators, 
during the latter part of March and early 
April. 

Dr. E. Snell, Director, V.D. Control, 
attended during April, a one week sympo- 
sium on V.D. Control, held in New York 
City, and sponsored by the U.S. Depart- 
ment of Health Education and Welfare. 


Miss Mary Wilson, Director of Nursing 
Education, attended the 12th Quadrennial 
Congress of the International Council of 
Nurses, held in Melbourne, Australia. En 
route Miss Wilson will visit Malaya, Thai- 
land, Singapore, and Tokyo. 


In order to prevent silicosis in Manitoba, 
regulations were drawn up several years 
ago prescribed for certain industries in which 
workmen were apt to be exposed to silica 
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dust. The industries include hard rock 
miners, metal foundry work, hard rock 
drilling and crushing, etc. The control pro- 
gram in Manitoba consists of issuing an 
annual licence to all men engaged in these 
industries. To obtain the licence, the workers 
must submit annually to a physical examina- 
tion and a chest X-ray. 


The Bureau of Dental Services has 
recently compiled a record of the effects of 
fluoridation in the City of Brandon. Fluori- 
dation was put into effect in March, 1955, 
and annual surveys have been taken since 
its inception. Now, after five years, an in- 
terim report has been prepared, in order to 
make known any changes which may have 
taken place in the caries prevalence of 
native school age children of Brandon. 
What has actually happened in Brandon is 
a reduction in caries due to the beneficial 
effects of fluoridation. 


Alberta 


Dr. D. E. W. Knight of Grand Bank, 
Newfoundland, has been appointed as Medi- 
cal Officer of Health of the Vegreville 
Health Unit in place of Dr. E. S. Engen, 
who resigned last September. Dr. Knight 
graduated in England at the London Hospi- 
tal Medical College, and obtained his Diplo- 
ma in Public Health in Australia from the 
University of Sydney. 


Mrs. Elva Colborne, who has served as 
Assistant Health Educator in the Provincial 
Department of Public Health since October 
1957, and who in the absence of Mr. C. C. 
Evoy has been in charge of the Health Edu- 
cation Branch since last September, has re- 
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signed in order to join her husband following 
his appointment to a position in Regina, 
Saskatchewan. 


British Columbia 


Branches of the Victorian Order of 
Nurses at Vancouver and Victoria spon- 
sored two institutes on rehabilitation nurs- 
ing in each city during the latter part of 
February and early March. Of two days 
duration each, the institutes were conducted 
by Miss Christine MacArthur of Ottawa, 
national educational director of the Order. 


An extension of its dental health program 
is planned by the Provincial Division of 
Preventive Dentistry this coming summer. 
This consists of the establishment of four 
externships to graduate dentists, to assist in 
the provision of services to the smaller and 
more remote communities. 


The Royal Commission on Education in 
British Columbia finished its enquiries in 
1960 and the report on its findings was pub- 
lished early this year. Among the health 
recommendations were the following: 


Dr. Reba E. Willits, Director of School 
Health Services for the Metropolitan Health 
Committee of Greater Vancouver, repre- 
sented the B.C. Division of the Canadian 
Medical Association at the Association’s 
physical fitness conference in Toronto on 
March 4 and 5. 


The American Public Health Association 
has announced the election to its Vice- 
Presidency of Dr. G. R. F. Elliot, Assistant 
Provincial Health Officer for British Colum- 
bia in Vancouver. 


COMING MEETINGS 


The Fifth Annual General Meeting of 
the Canadian Society for Clinical Chemistry 
will be held on June 2 (evening) and June 3, 
1961, at the Ontario Veterinary College, 
Guelph, Ontario. All members, friends, and 
those interested in clinical chemistry are 
cordially invited to attend and participate. 
All those interested in becoming members 
of the Society, please write now to Dr. D. B. 
Tonks, Secretary, Hospital for Sick Children, 
Toronto 2, Ontario. 


The convention of the Canadian Dietetic 
Association will be held in the Hotel Van- 
couver, Vancouver, B.C., June 13-15, 1961. 


The 27th annual national conference of 
the Canadian Institute of Sanitary Inspectors 
will be held in Edmonton, Alberta, July 24—- 
26, 1961. 


The International Union against Tuber- 
culosis will hold its 16th international con- 
ference in Toronto, Sept. 10-14, 1961 with 
Dr. G. J. Wherrett, Executive Secretary of 
the Canadian Tuberculosis Association, as 
President. 


The annual meeting of the American 
Public Health Association will be held in 
the Convention Exhibit Building, Detroit, 
Michigan, Nov. 13-17, 1961. 


Dr. Jean-Marc Bordeleau, Department 
of Psychiatry, University of Montreal, is 
pleased to supply information and the pre- 
liminary program of the International 
Symposium on The Extrapyramidal System 
and Neuroleptics to be held in the University 
of Montreal, Nov. 17-19, 1961. 





Books and Reports 


SPECIFICATIONS FOR’ PESTICIDES. 
World Health Organization. Available 
from Queen’s Printer, Ottawa. 1961, 523, 
pp., $10.00. 


This second edition of “Specifications for 
Pesticides” has been considerably enlarged 
by the inclusion of specifications for a range 
of new technical products and formulations 
in the categories insecticides, rodenticides, 
and auxiliary chemicals. It also contains, 
for the first time, similar information on a 
new group of pesticides, namely, the herbi- 
cides. Analytical procedures that are com- 
mon to several specifications, as well as 
routine test methods alternative to those 
required by the specifications, are given as 
annexes. The specifications contained in this 
book relate to pesticides used in the control 
of human diseases and to the equipment 
necessary to apply such products. The greater 
part of the specifications and methods of 
analysis of the various materials dealt with 
in this book are set out in a clear and 
direct manner. “Specifications for Insecti- 
cides” is an indispensable manual for all 
those concerned in the control of insects, 
rodents, molluscs, etc. 


HUMAN FACTORS IN JET AND SPACE 
TRAVEL: A Medical-Psychological Ana- 
lysis. Edited by S. B. Sells, Ph.D. and 
Charles A. Berry, M.D. Ronald Press Co., 
15 East 26th St., New York 10, N.Y., 
U.S.A. 1961, 386 pp., $12.00. 


This book serves as an introduction to the 
rapidly moving field of aviation medicine 
with all its complex ramifications. Human 
problems of high-performance flight have 
been, and are being, widely studied. How- 
ever, there is relatively little up-to-date in- 
formation available in a systematic form on 
such problems. This book gives a compre- 
hensive view of the human factors and gives 
physicians, physiologists, engineers, flight 
crews and other interested persons some idea 
of what is involved in putting man in a 
foreign environment and ensuring his well- 
being there. Human-factors research and de- 
velopment in aviation have been a joint 
effort of many disciplines and the views of 
these are represented in this book by a 
number of contributors, each an acknowl- 
edged expert in his own field. The contents 
include medical aspects of jet and space 
travel, radiobiology and the environment of 
flight, human operator performance under 
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non-normal environmental operating condi- 
tions, preventive medicine in jet and space 
flight, aircraft accidents and flight safety and 
the operational aspects of space flight, as 
well as a number of other relevant topics. 

The book is well illustrated and there is 
an extensive list of references at the end of 
every chapter. “Human Factors in Jet and 
Space Travel” is enthusiastically recom- 
mended to those concerned in all branches 
of aviation medicine, to aircraft builders, 
operators and others in the aerospace field. 


FUNDAMENTALS AND POSSIBILITIES 
IN ANTI-TUBERCULOSIS VACCINA- 
TION. Richard Prigge, M.D., D.h.c. and 
Giinther Heymann, M.D., translated by 
H. Chandler Elliott, Ph.D. University of 
Toronto Press. 1960, 108 pp., $5.00. 


The problem of anti-tuberculosis vaccina- 
tion, the authors state, is far from a satis- 
factory solution. “We consider a definite 
verdict on the value of BCG to be premature 
and consider it essential to first carry out 
vaccinations that would make possible a 
precise evaluation. The same thing applies 
to other methods of vaccination.” In this 
monograph the authors present a review of 
current problems in the fields of vaccination 
in tuberculosis and correlate the experi- 
mental and clinical material, including the 
works published in recent years. Dr. Prigge 
is director of the State Institute for Experi- 
mental Therapy, Paul Ehrlich Institute, 
Frankfurt am Main, and Dr. Heymann is a 
scientific member of the Institute. 


NON-INFECTIVE DISEASE IN AFRICA. 
H. C. Trowell. Published by Macmillan 
of Canada, 1960, 481 pp., $1200. 


In this interesting book, Dr. H. C. Trowell, 
an internist with 29 years’ experience in 
Africa, considers the non-infective medical 
diseases found in the indigenous peoples of 
Africa, south of the Sahara. Special em- 
phasis is naturally placed on diseases, such 
as kwashiorkor, siderosis, and sickle cell 
anaemia, that are common in Africa, but 
seldom seen elsewhere. More universal 
diseases, however, are not slighted and the 
author draws attention to those diseases, 
such as coronary thrombosis, which are, by 
European and American standards, rare in 
Africans. References to the literature are 
unusually numerous. 





